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ABSTRACT 
 
Problem 
 
As part of Indonesia’s strategy to achieve the goal of Universal Health Coverage (UHC), 
large investments have been made to increase health access for the poor. These have 
resulted in the implementation of various public health insurance (PHI) schemes, 
including Jamkesmas, the largest health insurance program in Indonesia in 2012, targeted 
towards the poor and near-poor. In the backdrop of Indonesia’s aspiration to reach UHC 
is the high rate of maternal mortality that disproportionally affects poor women. With the 
implementation of various pro-poor PHI programs in Indonesia, there is limited 
understanding of how these programs impact maternal health services among poor 
women. 
Methods 
This study used a mixed-methods design. The quantitative component entailed secondary 
analysis of the Indonesian Demographic and Health Survey (IDHS) from 2007 and 2012 
on key outcomes of interest: health facility delivery (HFD) and skilled birth delivery 
(SBD). Qualitative interviews (n=55) were conducted from May-Aug 2015 in the 
vi 
 province of Jakarta and Banten among community representatives and key stakeholders 
to describe the successes and challenges of health insurance membership and maternal 
health services among the poor. 
Results 
Controlling for all independent variables, poor women with Jamkesmas were 21% 
(OR=1.21 [1.05–1.39]) more likely to have HFD and 20% (OR=1.20 [1.03–1.39]) more 
likely to have SBD compared to poor women without health insurance. Qualitative 
interviews provide some explanation to the modest effect of Jamkesmas health insurance 
on HFD and SBD seen in the quantitative analysis, including: the preference for pregnant 
women to deliver in their parents’ village; the use of traditional birth attendants; lack of 
proper documentation for health insurance registration, distance to health facilities; 
shortage of qualified health providers; overcrowded health facilities; and lack of health 
facility accreditation. 
Conclusion 
Poor women with Jamkesmas membership had a modest increase in HFD and SBD. 
These findings indicate that pro-poor PHI schemes may be able to reduce financial 
barriers to care. However, factors such as socio-cultural beliefs, accessibility, and quality 
of care are important elements that need to be addressed as part of the national UHC 
agenda to improve maternal health services in Indonesia. 
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CHAPTER 1: BACKGROUND 
 
Introduction 
 
As part of Indonesia’s strategy to achieve the goal of universal health coverage 
(UHC), considerable investments have been made to increase health access for the poor. 
This strategy is in line with WHO recommendations to improve equity by reducing out-
of-pocket expenditures for poor households and allocating more resources to those in 
need. The result of Indonesia’s UHC initiative is the roll-out and implementation of 
various health insurance schemes targeted towards the poor and near-poor, including the 
Jaminan Kesehatan Masyarakat (Jamkesmas) [health insurance for the population] 
program which provided health insurance to a third of the national population in 2012 
(World Bank, 2013). In the backdrop of Indonesia’s aspiration to reach UHC is the high 
rate of maternal mortality that disproportionally affects the poor. Despite the 
implementation of various pro-poor health insurance programs in Indonesia, there is 
limited understanding of how these programs impact maternal health services among 
poor women. 
This dissertation used a mixed methods research design combining both 
quantitative and qualitative research methodologies to evaluate the effect of pro-poor 
health insurance programs on maternal health services among poor women in Indonesia. 
The quantitative approach entailed secondary analysis of nationally representative, de-
identified, and publically available Indonesian Demographic and Health Surveys (IDHS) 
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from 2007 and 2012. Qualitative data collection and analysis helped interpret and 
contextualize the findings from the quantitative analysis of IDHS to develop 
recommendations for successful implementation of pro-poor health insurance schemes 
and improvement of maternal health services among poor women in Indonesia. The 
findings from this dissertation will contribute to generalizable knowledge and generate 
recommendations for successful implementation of pro-poor health insurance schemes 
and maternal health programming in Indonesia. 
  
Country Profile: Indonesia 
 
Located in Southeast Asia, Indonesia is the fourth most populous country in the 
world with a population of 255 million (BPS, 2015), of which slightly more than half 
(54%) of the population live in an urban setting (World Bank, 2015). After three and half 
centuries of Dutch colonial rule, Indonesia gained its independence in 1945 at the end of 
World War II. Following a period of democratization and rapid economic change, 
Indonesia became a democratic republic with a presidential system in 1945. In 2012, 
Indonesia’s decentralized government had 34 provinces (further divided into 442 
districts) led by governors who are the executive authority (Ministry of Home Affairs, 
2012). 
 In 2012, Indonesia had a Gross National Income (GNI) per capita of $3,716 (PPP 
terms, constant 2005 International $), a health expenditure per capita of $108 (current 
US$), a Human Development Index rank of 124 out of 187, adult literacy rate of 92%, 
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and life expectancy at birth of 69.4 years (World Bank, 2015; United Nations 
Development Programme, 2011). Although classified as a low- and middle-income 
(LMI) country, nearly half (46%) of the population lives on less than $2 a day (at 2005 
international prices) (World Bank, 2015).  
 The Indonesian Ministry of Health (MOH) is the government agency created to 
help the President address issues of healthcare and public welfare. A major expansion of 
the public health infrastructure took place between 1970 and 1990 (Rokx, Schieber, 
Harimurti, Tandon, & Somanathan, 2009). By 2012, Indonesia had 2,083 hospitals, 39% 
government owned, 35% private not-for-profit, and 26% private-for-profit (Ministry of 
Health, 2012). In addition, there are over 9,300 puskesmas [community health center] 
throughout Indonesia, the majority providing basic adult and child curative services 
(Ministry of Health, 2011). Indonesia’s primary public health care system is extensive; 
more than 90% of the population have access to primary care facilities (Rokx et al., 
2009). Unfortunately, the number of hospitals and hospital beds has barely kept up with 
the population growth; Indonesia has one of the lowest hospital beds per population ratio 
in the region.  In 2012, Indonesia had 0.9 beds per 1,000 population compared to the 
regional average of 3.6 beds per 1,000 population in the WHO South-East Asia Region 
(SEAR)1 (World Bank, 2015). Indonesia also faces a shortage of healthcare workers. 
Nationwide, there are 20 doctors per 100,000, which is low compared to countries with 
1 The WHO South-East Asia Region (SEAR) has 11 member states: Bangladesh, Bhutan, 
Democratic People's Republic of Korea, India, Indonesia, Maldives, Myanmar, Nepal, Sri Lanka, 
Thailand, and Timor-Leste. 
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similar income levels – Vietnam has 120 while Thailand has 30 doctors per 100,000 
population (World Bank, 2015). 
 Table 1 highlights key indicators for health expenditure and health workforce 
capacity in Indonesia compared to neighboring countries in Southeast Asia. In 2012, 
Indonesia spent 3.0% of GDP on total health expenditure with 6.9% of government 
expenditure allocated towards health (World Bank, 2015). The low investments in health, 
in comparison to neighboring countries, contributes to the small health expenditure per 
capita and the shortage of healthcare workers in Indonesia. Under-investments in health 
weaken the delivery of health care services and can contribute to reduced quality of care 
and poor health outcomes.  
Table 1. Comparison of health expenditure and health workforce indicators in select 
Southeast Asian countries 
Country 
Total 
expenditure 
on health as 
% of GDP 
(latest year) 
Government 
expenditure 
on health as 
% of total 
expenditure 
(latest year) 
Health 
expenditure 
per capita 
(latest year) 
Doctors 
per 1,000 
people 
(latest 
year) 
Nurses & 
midwives 
per 1,000 
people 
(latest 
year) 
Pharmacists 
per 1,000 
people 
(latest year) 
Indonesia 3.0% 
(2012) 
6.9% 
(2012) 
$108 
(2012) 
0.2 
(2012) 
1.4 
(2012) 
0.1 
(2012) 
Malaysia 4.0% 
(2012) 
5.8% 
(2012) 
$418 
(2012) 
1.2 
(2010) 
3.3 
(2010) 
0.4 
(2010) 
Philippines 4.6% 
(2012) 
10.3% 
(2012) 
$115 
(2012) 
1.2 
(2004) 
6.0 
(2004) 
0.9 
(2011) 
Thailand 3.9% 
(2012) 
14.2% 
(2012) 
$247 
(2012) 
0.3 
(2004) 
1.5 
(2004) 
0.1 
(2004) 
Vietnam 6.6% 
(2012) 
9.5% 
(2012) 
$102 
(2012) 
1.2 
(2008) 
1.0 
(2008) 
0.3 
(2008) 
Data source: (World Bank, 2015) 
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Problem: Maternal Mortality 
 
Global Maternal Mortality: Causes and Solutions in Low- and Middle-Income Countries 
 The major causes of maternal mortality in most LMI countries are hemorrhage 
(heavy bleeding), hypertensive diseases (high blood pressure), and various types of 
maternal infections (IOM, 2003; Khan, Wojdyla, Say, Gülmezoglu, & Van Look, 2006; 
Carine Ronsmans & Graham, 2006). Hemorrhage has many causes, but the most 
common cause for antepartum (before delivery) hemorrhage is premature placental 
separation (placental abruption) while the most common cause for postpartum (after 
delivery) hemorrhage is a failure for the uterus to contract after delivery (uterine atony) 
(IOM, 2003). First time pregnancies are more likely to develop a form of high blood 
pressure called preeclampsia which can lead to some fatal complications, including 
strokes and seizures (eclampsia). Also, women with obstructed labor or prolonged labor, 
or who undergo unsafe abortions, are more likely to die from hemorrhage and infection. 
The reduction in maternal mortality in high-income countries over the last century 
has been impressive. From 1,000 deaths per 100,000 live births at the start of the 20th 
century to 10 deaths per 100,000 live births in recent years, high-income countries haves 
seen a 99% reduction in maternal mortality ratio (UNFPA, UNICEF, WHO, & World 
Bank, 2012). Most of the reductions in maternal mortality began in the 1930s. The 
introduction of prenatal care and institutional deliveries in the early 1930s, availability of 
antibiotics and uterotonics (medication that helps the uterus to contract) in the late 1930s, 
and use of blood transfusion in the early 1940s advanced maternal health care 
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(Goldenberg & McClure, 2011; Loudon, 2000). These medical interventions helped to 
improve the management of pregnancies and safe deliveries and resulted in an impressive 
reduction in maternal mortality. Also, the availability of antibiotics and blood products, 
in conjunction with improvements in anesthesia, made cesarean sections much safer and 
more frequently used to manage complicated deliveries such as prolonged or obstructed 
labor.  
Based on the history of maternal mortality, the interventions required to reduce 
maternal mortality are widely known. A combination of increasing access and quality of 
these interventions are important components in reducing maternal mortality. However, 
making these interventions available and performed in a culturally appropriate and 
acceptable manner has not happened as quickly as experts hope to improve maternal 
mortality rates in LMI countries.  
Most complications leading to maternal death cannot be predicted or prevented 
and, as a result, care for these conditions must be readily available to all women (IOM, 
2003). As most maternal deaths happen during labor, delivery, and the immediate 
postpartum period, the treatments for these conditions need to be readily available during 
and after delivery. To reduce maternal mortality in LMI countries, the United Nations has 
supported two key strategies: (1) universal access to skilled care during childbirth; and 
(2) ensuring that every woman with complications has access to quality emergency and 
obstetric care (UNFPA et al., 2012). The WHO has supported these strategies through a 
joint statement with the International Confederation of Midwives (ICM) and the 
International Federation of Gynecology and Obstetrics (FIGO) that addresses the need for 
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skilled attendants at all births (WHO, 2004). In addition, the WHO has identified medical 
interventions that address the direct causes of maternal death. These strategies have 
resulted in the development of a core set of services for health facilities that can address 
both Basic Emergency Obstetric Care (BEmOC) and Comprehensive Emergency 
Obstetric Care (CEmOC) (refer to Table 2) (WHO, UNFPA, UNICEF, & AMDD, 2009). 
The WHO recommends at a minimum one CEmOC and four BEmOC facilities per 
500,000 population (WHO et al., 2009). 
 
Table 2. Key interventions for basic and comprehensive emergency obstetric care services 
Basic Emergency Obstetric Care (BEmOC) Services 
1. Administer parenteral antibiotics  
2. Administer uterotonic drugs (i.e., parenteral oxytocin)  
3. Administer parenteral anticonvulsants for pre-eclampsia and eclampsia (i.e., 
magnesium sulfate)  
4. Manually remove the placenta  
5. Remove retained products of conception (e.g., manual vacuum extraction, dilation 
and curettage)  
6. Perform assisted vaginal delivery (e.g., vacuum extraction, forceps delivery)  
7. Perform basic neonatal resuscitation (e.g., with bag and mask)  
Comprehensive Emergency Obstetric Care (CEmOC) Services 
In addition to the BEmOC services, include:  
8. Perform surgery (e.g. caesarean section)  
9. Perform blood transfusion  
 
 
Maternal Mortality in Indonesia: Progress and Current Challenges 
The Republic of Indonesia has made impressive strides in improving the overall 
health of the nation over the last few decades. However, maternal health remains an 
important public health issue. In 2013, Indonesia had lower rates of under-five, infant, 
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and neonatal mortality compared to the WHO South-East Asia Region (SEAR). At the 
same time, Maternal Mortality Ratio (MMR) exceeded regional rates (Figure 1).  
 
Figure 1. Select maternal and child health indicators, 2013 
 
Modeling estimates from the WHO indicate that Indonesia has reduced maternal 
mortality rates over the last 25 years. Unfortunately, this decrease is progressing at a 
much slower rate compared to other countries within the region (Figure 2). In 1990, 
Indonesia’s MMR (430 deaths per 100,000 live births) was lower than the SEAR average 
(511 deaths per 100,000 live births). Two decades later, MMR was higher in Indonesia 
(190 deaths per 100,000 live births) compared to the SEAR average (137 deaths per 
100,000 live births). In fact, data from the latest Indonesian Demographic and Health 
Survey (IDHS) showed an increase in MMR from 228 to 359 deaths per 100,000 live 
births from 2007 to 2012 (BPS, BKKBN, MOH, & ICF International, 2012). This MMR 
increase from the IDHS data requires careful interpretation (National Research Council 
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[U.S.] Policy and Global Affairs, 2013). The IDHS calculates MMR from a very small 
sample of maternal deaths, resulting in overlapping confidence intervals which limit the 
ability to conclude with statistical confidence MMR changes over time. Despite this 
limitation, the increase in MMR from the latest IDHS is worrying. Thus, it is not 
surprising that Indonesia did not meet the Millennium Develop Goal (MDG) 5 to reduce 
MMR to 102 deaths per 100,000 live births by 2015. 
 
Figure 2. Trends in maternal mortality ratio, 1990–2015 
 
 
The US National Academies of Sciences and the World Bank have recently 
assessed Indonesia's maternal health situation (World Bank, 2010; National Research 
Council [U.S.] Policy and Global Affairs, 2013). These assessments identified several 
factors that contribute to Indonesia’s persistently high rates of maternal death. The 
midwife campaign that started in the early 1990s may have contributed to the reduction 
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for deliveries did not produce further reductions in maternal mortality in Indonesia. The 
uneven deployment of midwives has also resulted in limited access to this cadre of health 
providers in rural areas. Also, the rapid growth in the number of midwives in Indonesia – 
from 52,000 in 2006 to over 200,000 midwives in 2012 – exceeded the capacity of 
training programs to offer adequate birth training. As a result, the current training of 
midwives is sub-optimal, with new graduates lacking the skills to manage birth 
complications safely (World Bank, 2010; National Research Council [U.S.] Policy and 
Global Affairs, 2013). 
 In addition, home deliveries further contribute to maternal deaths in Indonesia. In 
2012, about a third (36%) of Indonesian women delivered at home (BPS et al., 2012). 
Furthermore, a woman’s economic status can impact maternal health and birth outcome; 
the majority (97%) of Indonesia’s wealthiest women gave birth with a skilled health 
provider, compared to just over half (57%) of women in the poorest quintile (BPS et al., 
2012).   
Finally, health facilities, including hospitals, are not providing high levels of care. 
Clients accessing maternal health services often encounter barriers such as denial of 
service, demand for payment before service, and inadequate treatment (National 
Research Council [U.S.] Policy and Global Affairs, 2013). Hospitals are not 
implementing standard policies to address leading causes of maternal deaths consistently 
(World Bank, 2010).  
 Indonesia is not alone in tackling the challenges of high maternal mortality. The 
coverage of maternal health services around the world remains poor due to insufficient 
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supply and demand for these services among the poor—households do not seek care 
because they are unable to afford the cost of needed services (Borghi, Ensor, 
Somanathan, Lissner, & Mills, 2006). Current investments in maternal health are 
insufficient to meet MDG 5 globally. As a result, significant resources will need to be 
generated through appropriate financing initiatives to support scale-up of maternal health 
services. Investments in maternal health must not only be increased but also improved. 
The WHO has identified five goals that must be achieved by governments and the donor 
community in order to address inadequate investments in maternal health services: (1) 
increase overall health spending by governments; (2) increase efficiency by investing in 
cost-effective interventions; (3)  improve equity by reducing out-of-pocket expenditure 
for poor households and allocating more resources to those in need; (4) identify 
incentives to change behavior and improve health outcomes; and (5) integrate programs 
and interventions in a holistic manner (WHO, 2009). Health insurance schemes that 
provide maternal health services, especially for the poor, address some of these 
challenges and have grown in popularity over the last few years as part of the global 
movement towards Universal Health Coverage (UHC). 
 
Universal Health Coverage 
 
Global Rise of UHC 
The growing momentum for quality and affordable health care for all has given 
rise to the recent global UHC movement. In 2005, the World Health Assembly adopted a 
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resolution encouraging countries to transition their health systems to achieve UHC 
(WHO, 2005a). A few years later, the 2010 World Health Report discussed healthcare 
financing options to achieve UHC (WHO, 2010). In 2012, the United Nations General 
Assembly called on governments to "urgently and significantly scale-up efforts to 
accelerate the transition towards universal access to affordable and quality healthcare 
services" (“WHO | Health: essential for sustainable development,” 2013). This global 
movement has motivated dozens of LMI countries, including the Republic of Indonesia, 
to implement various programs that aim to achieve UHC. 
The goals of UHC are to guarantee access to health care on a timely basis, allow 
the use of needed health services, and ensure that use of these services does not result in 
financial hardship for the user (WHO, 2010). At the core of UHC is the concept of health 
insurance which is a financial mechanism that allows individuals to protect themselves 
against the financial cost of illness by pooling risks with others in the population (Cutler 
& Zeckhauser, 2011). One way to reach UHC is through Social Health Insurance (SHI), a 
financing approach for mobilizing funds and pooling risk for national healthcare (Hsiao, 
Shaw, Fraker, & World Bank, 2007). LMI countries aspiring to achieve UHC commonly 
use an SHI model which often covers the poor through the general government budget 
while other groups are financed through mandatory individual contributions (Rokx et al., 
2009). Health insurance programs financed through general tax revenues and target 
specific populations, such as low-income individuals and pregnant women, are 
commonly referred to as Public Health Insurance (PHI) programs (Hong Wang, 
Kimberly Switlick, Christine Ortiz, Beatriz Zurita, 2012). SHI and PHI are different from 
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commercial or private health insurance schemes in which individuals voluntarily 
purchase insurance from competing vendors who charge premiums that reflect the 
buyer’s risks rather than their ability to pay (Preker & Sheffler, 2006). In most LMI 
countries, private health insurance is often purchased by individuals in the higher 
economic strata.  
 
Indonesia's Progress Towards UHC 
Health financing initiatives in Indonesia have evolved over time (Rokx et al., 
2009). After gaining independence from the Dutch in 1945, the early Asuransi Kesehatan 
(Askes) [health insurance] scheme provided free health services to civil servants. In 1968, 
a quasi-governmental agency was created, called PT Askes, to manage and provide health 
insurance services to both active and retired civil servants and their dependents. In 1991, 
PT Askes increased its coverage to provide health insurance programs to the public and in 
1992, the Jaminan Sosial Tenaga Kerja (Jamsostek) [private sector social security] began 
to provide social security-based programs for private employees and employers. With the 
economic crisis of 1997 and the overthrow of President Soeharto in 1998, the 
government developed a collection of targeted programs for the poor called the Jaring 
Pengaman Sosial (JPS) [social safety net] to mitigate economic instability for vulnerable 
populations. The JPS programs included subsidies for food, health, educational 
scholarships, village block grants, and experimentation with community-managed health 
care models - Jaminan Pemeliharaan Kesehatan Masyarakat (JPKM) [community health 
insurance] (Rokx et al., 2009).  
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In 2004, the Asuransi Kesehatan Masyarakat Miskin (Askeskin) [health insurance 
for the poor population] established health insurance coverage for the poor (Rokx et al., 
2009; World Bank, 2013). The Askeskin program was designed to increase access and 
quality of health services for the poor through operational funds provided to puskesmas 
[community health centers] in the form of capitation payments and fee-for-service health 
insurance scheme reimbursed through PT Askes. The Askeskin program provided block 
grants to PT Askes to target the poor through the distribution of Askeskin health insurance 
cards and refunded hospital claims. Also, Askeskin health insurance cards were given to 
individuals as opposed to households. In 2008, the Askeskin was expanded to include the 
near-poor as part of the Jaminan Kesehatan Masyarakat (Jamkesmas) [health insurance 
for the population]. At the end of 2012, the Jamkesmas program had over 76 million 
beneficiaries – a third of the national population – and was the largest insurance program 
in Indonesia (World Bank, 2013). Two other social health insurance schemes existed in 
Indonesia during this time. Askes, targeted to civil servants and Jamsostek, for employees 
in the private sector, enrolled 17 million and 5 million beneficiaries, respectively, at the 
end of 2012 (World Bank, 2013). Combined, the three health insurance programs – 
Jamkesmas, Askes, and Jamsostek – covered 40% of the Indonesian population in 2012.  
Furthermore, Indonesia's goal to achieve UHC has inspired many Provincial and 
District governments to implement their own Jaminan Kesehatan Daerah (Jamkesda) 
[regional health insurance programs] that extend health insurance coverage to additional 
populations of the poor and near-poor. Local governments were implementing regional 
health insurance schemes as early as 2003, but the growth of Jamkesda program grew in 
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popularity a few years later. In 2005, the Province of East Java filed a lawsuit in the 
Indonesian Constitutional Court and won a case arguing that the central government does 
not have a monopoly on social service provision and that local governments can develop 
their own health insurance programs (Aspinall & Warburton, 2013).  
Finally, the Government of Indonesia also introduced the Jaminan Persalinan 
(Jampersal) [maternal health insurance scheme] in 2011 to specifically address maternal 
health issues and reduce MMR throughout the country (Achadi, Achadi, Pambudi, & 
Marzoeki, 2014). The Jampersal program provided pregnant women not covered by any 
health insurance schemes with comprehensive maternal care, including antenatal care, 
institutional delivery, and postnatal care.  
As part of the Indonesian effort to reach UHC by 2019, the government enacted 
the Badan Penylenggara Jaminan Sosial (BPJS) [national social security] law (Law No. 
24/2011) in 2011 which united all social health insurance programs under one quasi-
governmental agency in 2014 (Thabrany, 2015). This new program, called the Jaminan 
Kesehatan Nasional (JKN) [National Health Insurance], was started in January 2014 and 
had pooled funds and standardized the benefits across the different social health 
insurance schemes (Thabrany, 2015).   
Indonesia's goal of achieving UHC has resulted in the expansion of both national 
and provincial health insurance schemes to increase healthcare coverage for the poor. 
Table 3 presents a summary of the various pro-poor health insurance schemes in 
Indonesia.  
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Table 3. Summary of pro-poor health insurance schemes in Indonesia 
Program Start Date Target 
Population 
Access Benefit 
Jamkesmas* 
(Jaminan 
Kesehatan 
Masyarakat) 
Health 
Insurance for 
the 
Population 
2004 for poor 
only as part 
of Askeskin 
program, 
expanded to 
include near-
poor in 2008 
Poor and near 
poor, based on 
individual and 
household 
targeting (proxy 
means test 
targeting). 
Beneficiaries 
need to sign 
up for a 
health 
insurance 
card 
Free health services 
puskesmas and 3rd class 
(basic level) wards in 
government hospitals 
and some designated 
private hospitals. 
Includes comprehensive 
maternity benefits, 
including antenatal 
care, institutional 
delivery, and postnatal 
care. 
Jamkesda* 
(Jaminan 
Kesehatan 
Daerah) 
Regional 
Health 
Insurance  
Depends on 
whether local 
governments 
(Districts/ 
Provinces) 
have 
implemented 
this program, 
anytime 
between 
2003–2012 
People who are 
identified by the 
local authorities as 
poor but do not 
have Jamkesmas 
(because of miss-
targeting or 
because they 
recently became 
poor due to illness 
or other reasons). 
Beneficiaries 
need to sign 
up for a 
health 
insurance 
card. 
Schemes vary between 
provinces and benefits 
are normally only 
provided through public 
health care providers in 
their respective 
provinces. Benefits are 
similar to those 
provided in the 
Jamkesmas program. 
Jampersal* 
(Jaminan 
Persalinan)  
Maternal 
Health 
Insurance 
2011  All pregnant 
women, 
postpartum 
mothers (up to 42 
days postpartum), 
as well as 
newborn babies 
(0–28 days) who 
have not been 
covered by any 
health insurance 
programs. 
Services are 
obtained by 
only showing 
their National 
ID Card. 
Beneficiaries can get 
free health services 
puskesmas and 3rd class 
(basic level) wards in 
government hospitals 
and private hospitals 
that have signed an 
MOU with the 
government. Jampersal 
services include 
antenatal care, 
institutional delivery, 
and postnatal care. 
* As part of Indonesia’s goal to reach UHC by 2019, all social health insurance schemes 
(Jamkesmas, Jamkesda, Jampersal, Askes, Jamsostek) were merged into the JKN [National 
Health Insurance] program and implemented by a not-for-profit agency in January 2014. 
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Review of Evidence: Health Impact of UHC Programs 
A recent World Bank report summarizes the evidence-base for UHC impact in 
LMI countries in regards to access to healthcare, financial protection, and health 
outcomes (Alfonso, Diaz, & Giedion, 2013). This report reviewed a total of 105 papers 
and paid close attention to the methodological rigor of each study; 41 studies provided 
the best available evidence and constituted the report’s main findings of UHC impact. In 
conclusion, the World Bank review provides strong evidence that UHC interventions can 
improve access to healthcare. The evidence of UHC programs that have had a positive 
effect on financial protection is limited and even less convincing for improving health 
outcomes. There is considerable diversity on how UHC interventions are designed and 
organized. However, there are common features found in different UHC programs, 
including the inclusion of the poor, mixed financing sources (individual contributions 
plus taxes), and multiple UHC schemes coexisting in-country. The evidence necessary to 
evaluate which types of program designs are more effective is extremely limited and 
inconclusive. Specific to maternal health, several studies provide insight into the 
effectiveness of UHC interventions in improving key maternal health indicators (Table 
4). 
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Table 4. Maternal health impact from different UHC schemes 
Country UHC Scheme Program Design Results 
Argentina (Gertler, 
Giovagnoli, & 
Martizez, 2014) 
Plan Nacer Provide health coverage 
to pregnant women, 
postpartum women, and 
children under six years 
of age. 
• Increase in prenatal care 
visits (the number of 
prenatal care visits by 
beneficiaries increased by 
0.68 visits) 
Bangladesh 
(Nguyen et al., 
2012) 
Maternal 
Voucher 
Provides free access to 
selected maternal and 
child health services as 
well as coverage for 
transport costs, a gift box 
(worth US$7.29) and a 
cash incentive after 
delivering with a 
qualified provider 
• Increase in institutional 
delivery (intervention 
37.5% vs. comparison 
18.7%)  
• Increase in birth attendant 
by a qualified provider 
(intervention 63.7% vs. 
comparison 27.1%) 
• Decrease in out-of-pocket 
expenditures for maternal 
health services 
(intervention $21 USD 
vs. comparison $32 USD) 
Mexico (Sosa-Rubí, 
Galárraga, & Harris, 
2009) 
Seguro Popular Provides health 
insurance to families 
without coverage (poor, 
unemployed, and those 
working in the informal 
sector) 
• Increase in institutional 
deliveries (probability of 
giving birth at a health 
facility was 43 percentage 
points higher than a 
woman in a family not 
enrolled in SP) 
 
Peru (Diaz & 
Jaramillo, 2009) 
PARSalud Personnel training and 
infrastructure investment 
primarily aimed at 
universalizing the use of 
oxytocin to prevent 
postpartum hemorrhage. 
• Increase in number of 
facility deliveries (an 
additional 34% in 
comparison with the non-
intervention group) 
• Increase in oxytocin use 
(an additional 81% in 
comparison with the non-
intervention group) 
 
Past research studies have evaluated various aspects of early health insurance 
schemes before the concept of UHC was fully developed and implemented in Indonesia. 
Relevant health insurance studies in Indonesia measured the effects of social health 
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insurance on outpatient access from 1993–1998 (Hidayat, Thabrany, Dong, & Sauerborn, 
2004); health access for the poor in 1999 (Pradhan, Saadah, & Sparrow, 2007); impact of 
the pro-poor Health Card program from 1993–2000 (Johar, 2009); obstetric care 
expenditure and health insurance on the poor in 2006 (Quayyum, Nadjib, Ensor, & 
Sucahya, 2010); and the impact of health insurance on use, spending, and health 
outcomes in Indonesia from 1993–2000 (Escobar, Griffin, & Brookings Institution, 
2010). In summary, these studies showed that the early social health insurance programs 
in Indonesia increased use of inpatient and outpatient care over time and were able to 
reduce catastrophic healthcare spending (out-of-pocket payments for health care exceed 
10% of total household income). Although these findings are encouraging, they do not 
measure the effect of recent UHC initiatives on use of maternal health services in 
Indonesia.  
 
Significance 
 
UHC initiatives have gained importance and visibility over the last few years, 
thanks to support and promotion by key global health actors, including the World Health 
Organization (WHO), World Bank, the United Nations Children’s Fund (UNICEF), and 
the United Stated Agency for International Development (USAID). As a result of the 
global UHC momentum, many LMI countries are now in various stages of implementing 
national UHC programs. Although it is encouraging to see so many countries prioritize 
UHC as part of their national agenda, there are political, ethical, and technical challenges 
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that will need to be addressed before the goal of UHC can be achieved (Reich et al., 
2015). These challenges include the tough decisions that governments must make about 
UHC: which populations will be covered, which health services will be provided and at 
what quality, what proportion of direct costs will be supported, and how these programs 
will be implemented and financed nationally. With variability in how insurance schemes 
are structured, financed and implemented, evaluations of local and national UHC 
experience should be shared with the community of global health actors, government 
representatives, and researchers interested in advancing and promoting UHC initiatives.  
 As part of Indonesia’s strategy to achieve the goal of UHC, large investments 
have been made to increase health access for the poor, resulting in the implementation of 
various health insurance schemes targeted towards the poor and near-poor in Indonesia. 
Behind the backdrop of Indonesia’s aspiration to reach UHC is the high rate of maternal 
mortality that disproportionally affects the poor. There is limited understanding of the 
effects of pro-poor health insurance schemes on the use of maternal health services 
among the poor in Indonesia. As a result, this dissertation will evaluate the effectiveness 
of public health insurance (PHI) programs such as Jamkesmas in encouraging poor 
women to deliver with the aid of skilled birth attendants and deliver in health facilities. 
Findings and lessons learned from this dissertation can be applied to the new JKN 
[National Health Insurance] program and can contribute towards policy recommendations 
for successful implementation of PHI and maternal health programming in Indonesia.  
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Organization of Dissertation 
 
This dissertation is organized in the following manner. After presenting the 
background of the health problem and country context (Chapter 1: Background), the next 
section of the dissertation will discuss the research objective and the methodology used to 
answer the various research questions (Chapter 2: Methodology). Chapter 3 (Results) will 
present the results of the various analyzes. The next section will discuss implications of 
the research findings in the context of the broader literature (Chapter 4: Discussion). 
Finally, the dissertation will end with a list of recommendations based on key findings 
from the study (Chapter 5: Recommendations). 
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CHAPTER 2: METHODOLOGY 
 
Study Overview 
 
 The overall goal of this dissertation was to assess how the recent pro-poor PHI 
programs in Indonesia have improved health facility delivery (HFD) and skilled birth 
delivery (SBD) among the poor. To evaluate the effects of PHI programs on maternal 
services for poor women, a mixed methods study design was developed. The dissertation 
used an explanatory sequential design in which the first component involved analysis of 
quantitative data to address the primary study question, followed by a second component 
involving qualitative inquiry to explain and provide context for the quantitative analysis 
(Creswell & Clark, 2010). 
 For the quantitative component of this dissertation (Part I), secondary analysis of 
the Indonesian Demographic and Health Survey (IDHS) from 2007 and 2012 was used to 
assess improvements in HFD and SBD during the period when PHI programs were 
scaled-up in Indonesia. In addition, IDHS data was used to measure the effects of the 
largest pro-poor PHI scheme, the Jamkesmas program, in increasing HFD and SBD. The 
Jamkesmas program was implemented from 2008–2013 and targeted the poor and near-
poor population of Indonesia. At the end of 2012, the Jamkesmas program had over 76 
million beneficiaries – a third of the national population – and was the largest health 
insurance program in Indonesia (World Bank, 2013).  
A qualitative component (Part II) was added to better understand the experience 
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of maternal health and pro-poor PHI membership, including Jamkesmas, among poor 
women, midwives, and key informants in Western Java. The two provinces were selected 
based on contrasting health insurance and maternal health profiles: Jakarta and Banten 
province. In 2012, Jakarta was a province with low pro-poor health insurance 
membership but high access to maternal health services, whereas Banten was a province 
with relatively high pro-poor health insurance coverage but low access to maternal health 
services.  
 Ethical review and approval of this dissertation was obtained from the Boston 
University Medical Center (BUMC) Institutional Review Board (IRB) with an “exempt” 
study determination (protocol # H-33905). The study design did not warrant IRB review 
from the University of Indonesia School of Public Health (UI-FKM). However, Ministry 
and local government approvals were obtained from relevant departments before 
initiation of qualitative interviews.  
 The section below describes in detail the research framework, objectives, research 
questions, and the research design used in this dissertation. 
 
Research Framework 
 
The health insurance “pathways for effect” model developed by Comfort et al. 
(Comfort, Peterson, & Hatt, 2014) was used in this dissertation as the research 
framework. Based on a systematic review assessing the relationship between health 
insurance and key maternal health outcomes, the model (Figure 3) posits that having 
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health insurance can improve maternal health through the influence of increased use and 
improved quality of maternal health services (Comfort et al., 2014). The model suggests 
that improvements in maternal health can be achieved by increasing access to key 
maternal health services such as antenatal care (ANC) visits, delivery in a health facility, 
and postnatal care (PNC) visits. In addition, health insurance can also improve the quality 
of maternal health services by increasing the proportion of deliveries with a skilled birth 
attendant (i.e. doctor, nurse or trained midwife) or the rate of Cesarean section. The 
combination of increased use and improved quality of maternal health services will 
contribute to overall improvements in maternal health outcomes, such as the reduction in 
MMR.    
 
Figure 3. Pathways for effect of insurance on the use of maternal health service, quality, 
and health outcomes 
 
Source: (Comfort et al., 2014) 
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This dissertation will focus only on the proximal effects of health insurance as 
measured by increased use and improved quality of maternal health services. As part of 
the causal chain of event, both use and quality are critical pathways that are necessary to 
reduce the distal effect of maternal mortality. It would be ideal to evaluate the effects of 
health insurance on the overall maternal health outcome of interest, maternal mortality. 
Unfortunately methods to collect this data accurately in Indonesia do not currently exist. 
Although the rate of maternal mortality in Indonesia is high in comparison to regional 
and global standards, maternal death is a relatively rare event and accurate data are 
difficult to obtain. With a weak Health Information System (HIS) and Civil Registration 
and Vital Statistics (CRVS), information related to maternal mortality in Indonesia is 
reliant on other sources of data, in particular, randomly sampled household surveys 
(National Research Council [U.S.] Policy and Global Affairs, 2013). As a result, this 
dissertation evaluated the proximal or short-term effects of maternal health insurance. 
Two primary outcomes of interest were selected for the quantitative analysis: health 
facility delivery (HFD) and skilled birth delivery (SBD) were selected as the proxy 
indicators for use and quality, respectively, of maternal health services. Both HFD and 
SBD were variables collected and reported in the IDHS 2007 and 2012.  
SBD is performed by a “skilled birth attendant” who is proficient in the skills 
needed to “manage normal (uncomplicated) pregnancies, childbirth, and the immediate 
postnatal period, and the identification, management and referral of complication in 
women and newborn” (WHO, 2004). Historical data suggest that increasing the number 
of midwives in a country can lead to a reduction in MMR over time (WHO, 2005b). 
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However, much of the evidence linking SBD and maternal mortality is correlational 
(Graham, Bell, & Bullough, 2001). A study conducted in eight western African countries 
showed that there was a relatively close link between levels of maternal mortality and 
SBD with r = -0.65 (p=0.006) – increase in SBD resulted in a decrease in MMR (C. 
Ronsmans et al., 2003). Unfortunately, not all skilled birth attendants have the necessary 
skills and training to provide competent maternal care, especially in LMI countries 
(Harvey et al., 2007). 
HFD, also known as “institutional births” or “hospital-based deliveries,” provides 
a delivery setting in an equipped facility with a trained health provider. Similar 
correlational data provides the evidence-base for the association between HFD and 
maternal mortality. (Fournier, Dumont, Tourigny, Dunkley, & Dramé, 2009; Moyer, 
Dako-Gyeke, & Adanu, 2013; C. Ronsmans et al., 2003). A recent study by Moyer et all 
showed that the correlation between HFD and maternal mortality rates throughout sub-
Sahara Africa was r = -0.69 (p=.008) – increase in HFD resulted in a decrease in MMR 
(Moyer et al., 2013). Research has shown that as rates of HFD increase, improving 
facility capacity and quality of maternal health services to address obstetric emergencies 
becomes increasingly important in reducing maternal mortality (Hodgins, 2013; Souza et 
al., 2013; Spector et al., 2012). 
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Objectives and Research Questions 
 
The specific objectives and research questions of the dissertation include the 
following: 
 
1) Objective 1: Assess change in HFD and SBD between 2007 and 2012 (Part I) 
a. Question: Are there improvements in SBD and HFD from 2007 to 2012 
among women of reproductive age (15–49)? 
b. Question: How do HFD and SBD compare between poor and non-poor 
women between 2007 and 2012? 
2) Objective 2: Describe the population of women that have Jamkesmas health 
insurance (Part I) 
a. Question: How does Jamkesmas health insurance coverage among women 
compare in the different wealth quintiles in 2012? 
b. Question: What factors are associated with Jamkesmas health insurance 
membership in 2012? 
3) Objective 3: Estimate the association of Jamkesmas health insurance coverage on 
HFD and SBD among the poor (Part I) 
a. Question: Do poor women with Jamkesmas health insurance have higher 
rates of HFD and SBD in 2012 compared to poor women without health 
insurance?  
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4) Objective 4: Describe the success and challenges of health insurance membership 
and maternal health services among poor women (Part II) 
a. Question: What are the facilitators and barriers of accessing health 
insurance among poor women? 
b. Question: What are the facilitators and barriers of accessing maternal 
health services among poor women? 
 
Research Design 
 
An explanatory sequential mixed-methods design was used to answer the key 
research questions of interest (Creswell & Clark, 2010). The mixed-methods research 
design involved two key components: Part I encompassed quantitative analysis of the 
IDHS dataset while Part II comprised of primary collection and analysis of qualitative 
data. 
 
Part I: Quantitative Component 
 
Evaluation Approach 
In the first part of the dissertation, secondary analysis using IDHS datasets from 
2007 and 2012 was conducted to address the first three dissertation objectives: 
1) Assess change in HFD and SBD between 2007 and 2012 
2) Describe the population of women that have Jamkesmas health insurance  
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3) Estimate the association of Jamkesmas health insurance coverage on HFD and 
SBD among the poor 
The 2007 and 2012 IDHS was the primary dataset used for the quantitative 
analysis in this dissertation (BPS et al., 2012; BPS & Macro International, 2007). The 
IDHS is a nationally representative cross-sectional household survey based on a two-
stage cluster sampling design conducted every three to five years. The objective of the 
IDHS is to provide reliable estimates of key characteristics for women aged 15–49 years 
and currently married men aged 15–54 years in Indonesia at the national level, in urban 
and rural areas, and in each of the provinces. The IDHS is made up of data collected from 
three questionnaires: the Household Questionnaire, the Woman’s Questionnaire, and the 
Currently Married Man’s Questionnaire. In this dissertation, only data from the Women's 
Questionnaire were used. The IDHS Woman’s Questionnaire collects data from women 
of reproductive age (15–49 years old) and captures a wide range of knowledge, attitudes 
and practices on reproductive history, antenatal, delivery, and postnatal care, vaccination 
and childhood illness, and other health issues (BPS et al., 2012; BPS & Macro 
International, 2007).  
Data collection for the IDHS 2007 took place from June to December 2007, while 
the IDHS 2012 took place from May to July 2012. Although data collection for both 
surveys took place within a few months in 2007 and 2012, the primary outcome of 
interest (HFD and SBD) captures data from all live births that took place five years 
preceding the survey interview. Figure 4 shows the relation between the IDHS data 
collection timeline and implementation of the various UHC initiatives in Indonesia. 
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Figure 4. IDHS data collection and UHC timeline 
 
 
The final publically-available IDHS dataset contained de-identified data from 
32,895 women in 2007 and 45,605 women in 2012. The response rates for both the 
household and individual interviews were very high; both the IDHS 2007 and IDHS 2012 
had a household response rate of 99% and an individual response rate of 96% (BPS et al., 
2012; BPS & Macro International, 2007). The IDHS 2012 included questions associated 
with health insurance membership. As a result, health insurance analysis was only 
performed on the IDHS 2012 dataset. The IDHS 2012 dataset allowed the identification 
of women with membership in different types of health insurance schemes, in particular, 
the Jamkesmas program. Due to the structure of the questionnaire and response options, 
health insurance membership to Jamkesda and Jampersal were not captured in the IDHS 
2012 and as a result, analysis to evaluate the effect of different PHI schemes on maternal 
health services can only be performed on the Jamkesmas program. Variables used in the 
• 2003–2012: Jamkesda (regional health insurance for the near-poor) implemented 
in select Provinces and Districts 
• 2007: IDHS time point 1  
 Live birth data from 2003–2007 
• 2008: Jamkesmas (national health insurance for the poor & near-poor) 
implemented nationally 
 
• 2011: Jampersal (universal maternal health insurance) implemented nationally 
• 2012: IDHS time point 2  
 Live birth data from 2008–2012 
 
• 2014: JKN (national health insurance) implemented nationally merging all social 
health insurance programs, including Jamkesmas, Jamkesda, and Jampersal. 
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quantitative analysis are presented in Table 5. 
 
Table 5. Key variables used in quantitative analysis 
Variable Type Response Code Notes 
Dependent Variables   
   Health Facility 
Delivery  
   (HFD) 
0 = No 
1 = Yes 
 
   Skilled Birth Delivery  
   (SBD) 
0 = No 
1 = Yes 
 
Exposure Variable  Note: Only available in IDHS 
2012 
   Health insurance   
   membership 
0 = none 
1 = pro-poor (Jamkesmas) 
2 = other 
Other = Civil servant health 
insurance, military/veteran health 
insurance, social health insurance 
for private sector workers, 
private health insurance, other 
health insurance schemes. 
Independent Variables   
   Age group 0 = 15–19 (youth) 
1 = 20–34 (younger adult) 
2 = 35–49 (older adult) 
 
   Marital status 0 = never married 
1 = married 
2 = other 
Other = living together, 
widowed, divorced, separated 
   Education level 0 = none 
1 = completed or some 
primary 
2 = completed or some 
secondary 
3 = higher than secondary 
 
   Wealth quintile 1 = lowest (poorest) 
2 = second 
3 = third 
4 = fourth 
5 = fifth (richest) 
 
   Wealth category 0 = non-poor 
1 = poor 
Non-poor = wealth quintile 
3+4+5 
Poor = wealth quintile 1+2 
   Employment 0 = not working 
1 = formal employment 
2 = informal employment 
Formal employment = 
professional / technical / 
managerial, clerical, sales 
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Variable Type Response Code Notes 
Informal employment = 
agricultural, household and 
domestic, services, skilled/ 
unskilled manual labor 
   Sex of household 
head 
1 = male 
2 = female 
 
   Household number 1 = 1–4 members 
2 = 5+ members 
 
   Exposure to media 
   paper 
0 = none 
1 = less than once a week 
2 = at least once a week 
 
   Exposure to media:  
   radio 
0 = none 
1 = less than once a week 
2 = at least once a week 
 
   Exposure to media: 
TV 
0 = none 
1 = less than once a week 
2 = at least once a week 
 
   Residence 1 = urban 
2 = rural 
 
   Province 11 = Aceh 
12 = Sumatera Utara 
13 = Sumatera Barat 
14 = Riau 
15 = Jambi 
16 = Sumatera Selatan 
17 = Bengkulu 
18 = Lampung 
19 = Bangka Belitung 
21 = Kepulauan Riau 
31 = DKI Jakarta 
32 = Jawa Barat 
33 = Jawa Tengah 
34 = DI Yogyakarta 
35 = Jawa Timur 
36 = Banten 
51 = Bali 
52 = Nusa Tenggara Barat 
53 = Nusa Tenggara Timur 
61 = Kalimantan Barat 
62 = Kalimantan Tengah 
63 = Kalimantan Selatan 
64 = Kalimantan Timur 
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Variable Type Response Code Notes 
71 = Sulawesi Utara 
72 = Sulawesi Tengah 
73 = Sulawesi Selatan 
74 = Sulawesi Tenggara 
75 = Gorontalo 
76 = Sulawesi Barat 
81 = Maluku 
82 = Maluku Utara 
91 = Papua Barat 
94 = Papua 
   Provincial Jamkesmas 
   Coverage 
0 = Low Jamkesmas 
coverage 
1= High Jamkesmas 
coverage 
Note: Only available in IDHS 
2012 
Low = Provinces with less than 
18%* of women covered with 
Jamkesmas (DKI Jakarta, Bali, 
Kepulauan Riau, Riau, 
Kepulauan Bangka Belitung, 
Jambi, Sumatera Utara, Papua, 
Banten, Kalimantan Timur, 
Sumatera Selatan,  Kalimantan 
Selatan, Sulawesi Utara, 
Kalimantan Tengah, Kalimantan 
Barat, Jawa Timur,  Jawa Barat) 
High = Provinces with more than 
18%* of women covered with 
Jamkesmas (Sumatera Barat,  
Bengkulu, Maluku Utara, Jawa 
Tengah, Yogyakarta, Sulawesi 
Barat, Sulawesi Selatan, 
Sulawesi Tengah, Lampung, 
Papua Barat,  Maluku, Sulawesi 
Tenggara,  Gorontalo, Nusa 
Tenggara Barat,  Aceh, Nusa 
Tenggara Timur) 
 
* Based on the median 
provincial % of women covered 
with Jamkesmas 
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Analytic Plan 
The section below outlines the analytic approach used to answer specific research 
questions. SAS version 9.4 was used to perform all quantitative analyzes. 
1) Objective 1: Assess change in HFD and SBD between 2007 and 2012. 
a. Question: Are there improvements in SBD and HFD from 2007 to 2012 among 
women of reproductive age (15–49)?  
b. Question: How do HFD and SBD compare between poor and non-poor women 
between 2007 and 2012? 
 
Data analysis plan:  
The primary outcomes of interest, HFD and SBD, were calculated in SAS using 
the PROC SURVEYFREQ command to account for the two-stage cluster sampling 
design of the IDHS (factor in CLUSTER, STRATA, and WEIGHT). Pearson Chi-Square 
tests were employed to compare changes in HFD and SBD between 2007 and 2012. 95% 
Confidence Intervals (CI) were calculated using the appropriate sampling weights. Risk 
differences (RD) were calculated by subtracting the proportion of women with HFD and 
SBD from time point 1 from time point 2 (2012-2007= RD).  
Because health insurance status was only available in the IDHS 2012, conducting 
a time series analysis that controlled for health insurance membership between 2007 and 
2012 was not possible. Instead, a new variable was created to compare poor women – 
those who were targeted and eligible for Jamkesmas and other pro-poor PHI program –
with non-poor women who were not targeted by these programs. For the purpose of this 
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analysis, “poor” was defined as women in the first and second wealth quintiles while 
“non-poor” included women in the third, fourth, and fifth wealth quintiles. DHS 
calculates wealth quintiles based on household assets; the same wealth index calculation 
was applied in both the 2007 and 2012 IDHS. Measuring the change in the primary 
outcomes of interest between poor vs. non-poor women was used to approximate the 
effects of the Jamkesmas program and other pro-poor PHI programs (Jamkesda and 
Jampersal) that were implemented between 2007 and 2012. Risk differences, along with 
their associated 95% CI, were used to calculate the change in the proportion of women 
with HFD and SBD in 2007 and 2012 for both poor and non-poor women. To measure 
the potential impact of the various PHI initiatives in Indonesia (Jamkesmas, Jamkesda, 
and Jampersal) among the poor between 2007 and 2012, a difference-in-differences 
(DiD) estimate was calculated by taking the net difference between the RD among the 
poor and non-poor.  
 
2) Objective 2: Describe the population of women that have Jamkesmas health 
insurance. 
a. Question: How does Jamkesmas health insurance coverage among women 
compare in the different wealth quintiles in 2012? 
b. Question: What factors are associated with Jamkesmas health insurance 
membership in 2012? 
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Data analysis plan: 
Pro-poor health insurance, as the name implies, targets the poor who are eligible 
for these programs. In theory, only women who are poor or near-poor should have 
membership to the Jamkesmas program. To understand how membership to the 
Jamkesmas program varied across different economic strata and to explore the extent of 
potential miss-targeting, cross-tabulation analysis of Jamkesmas health insurance 
membership among women of reproductive age by wealth index was conducted in SAS. 
RD, along with the associated 95% CI, was performed to compare the proportion covered 
by Jamkesmas health insurance between poor and non-poor women. 
To better understand the characteristics of women that are associated with 
Jamkesmas health insurance coverage, a logistic regression analysis was conducted in 
SAS using the PROC SURVEYLOGISTIC command that accounted for weighting 
factors of the cluster sampling survey design. The primary outcome of this logistic 
regression was coverage by Jamkesmas health insurance (no vs. yes) with a model that 
incorporated the following independent variables: age group, marital status, education, 
wealth quintile, residence, provincial coverage of Jamkesmas (low vs. high), 
employment, sex of household head, household number, and exposure to media (paper, 
radio, TV). Selection of independent variables into the regression model was based on a 
similar analysis of demographic and health data used to assess determinants of health 
insurance ownership among women in Kenya (Kimani, Ettarh, Warren, & Bellows, 
2014). 
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3) Objective 3: Estimate the association of Jamkesmas health insurance coverage on 
HFD and SBD among the poor. 
a. Question: Do poor women with Jamkesmas health insurance have higher rates of 
HFD and SBD in 2012 compared to poor women without health insurance? 
Data analysis plan: 
The gold standard to evaluate the effectiveness of a particular intervention is to 
design a randomized control trial (RCT) in which individuals are randomly assigned to 
different treatment groups to attribute the change to a particular intervention. With 
observational data such as the IDHS, it is not possible to randomly assign individuals to 
different treatment groups, in this case, membership in Jamkesmas. Health insurance 
membership is not a random process and as a result, certain individual characteristics (i.e. 
wealth and education) are likely to be associated with health insurance ownership. 
Propensity Score Matching (PSM) is an analytic technique commonly used to reduce bias 
in the comparison of a treatment group (i.e. women with Jamkesmas insurance 
affiliation) to a non-randomized control group (i.e. women without insurance). 
Traditional covariate analysis adjustments may be inadequate to eliminate this bias; the 
propensity score (conditional probability of being treated – in this case, having 
Jamkesmas insurance coverage – given the covariates) can be used to balance the 
covariates in the two groups to reduce this bias (Parsons, 2001). Since propensity score is 
a probability, the score ranges in value from 0 to 1 and is dependent on a vector of 
observed covariates that are associated with the treatment. All socio-demographic 
variables collected in the IDHS 2012 were included in order to calculate the propensity 
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score among poor women: women’s age, marital status, education level, wealth, 
residence, provincial region, employment status, sex of household head, household 
number, and media exposure to paper, radio, and television. 
PSM was used to create a new 1:1 case-control dataset comparing poor women 
with Jamkesmas health insurance (case) with poor women without health insurance 
(control) using Greedy matching technique (refer to Annex 2 for distribution of p-score). 
The 1:1 case-control propensity score match is a technique that has been used to perform 
PSM analyzes for many published papers (Parsons, 2005). Using SAS 1:1 matching 
macros, a set of cases was matched to a set of controls based on a set of decisions. The 
SAS matching algorithm makes "best" matches first and "next‐best" matches next in a 
hierarchical sequence until no more matches were made. Best matches are those with the 
highest 5-digit match on propensity score (Parsons, 2005). 
After the creation of the new 1:1 case-control dataset, multivariate logistic 
regression analysis was performed using this newly created dataset to measure the 
association of Jamkesmas health insurance on HFD and SBD among poor women while 
controlling for all independent variables.  
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Part II: Qualitative Component 
 
Evaluation Approach 
In the second part of the dissertation, qualitative data collection and analysis were 
used to help interpret and contextualize the findings from the quantitative analysis to 
address the following objective and research questions: 
4) Objective 4: Describe the success and challenges of health insurance membership 
and maternal health services among poor women. 
a. Question: What are the facilitators and barriers of accessing health insurance 
among poor women? 
b. Question: What are the facilitators and barriers of accessing maternal health 
services among poor women? 
In-depth interviews (IDIs) were used to interview women and midwives in select 
communities to better understand individual experiences with pro-poor PHI schemes and 
health seeking behaviors among pregnant women within the community. In addition, key 
informant interviews (KIIs) with policy-makers, government representatives, and local 
academicians were conducted to collect detailed information on factors affecting 
successful implementation of pro-poor health insurance schemes and maternal health 
programs in Indonesia. The qualitative component of this study entailed visiting two 
provinces on the island of Java with variability in Jamkesmas health insurance coverage 
and the proportion of HFD and SBD. The two provinces that were selected were Jakarta 
and Banten located in western Java (refer to Table 6). 
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Table 6. Provincial analysis of Jamkesmas health insurance coverage, HFD and SBD among 
poor women on the island of Java, 2012 
Province 
% of women 
that are poor 
% of poor women 
w/ Jamkesmas 
% of poor 
women w/ HFD 
% of poor 
women w/ SBD 
31. DKI Jakarta* 9% 4% 90% 96% 
32. Jawa Barat 22% 32% 38% 59% 
33. Jawa Tengah 32% 32% 63% 88% 
34. Yogyakarta 22% 40% 87% 95% 
35. Jawa Timur 29% 32% 73% 80% 
36. Banten* 25% 30% 25% 45% 
National 36% 30% 45% 71% 
* Provinces selected for qualitative interviews 
 
Data Collection Plan 
Purposive sampling was used to recruit participants for both the IDIs and KIIs. 
For each province, two districts were selected based on the highest and lowest coverage 
of health facility delivery according to national health data from 2013. In the province of 
Jakarta, the Central and North districts were selected which reported health facility 
delivery coverage of 98% and 86%, respectively, in 2013 (MOH, 2014). In the province 
of Banten, Tangerang and Pandeglang districts were selected which reported health 
facility delivery coverage of 91% and 31%, respectively, in 2013 (MOH, 2014). With 
assistance from the District Health Office staff, one village was selected from each 
district to represent areas with different levels of access to health services in each 
province. For interviews with poor women, participants were recruited in collaboration 
with community leaders to identify groups of women who had benefitted from the pro-
poor health insurance scheme in addition to groups of women who could potentially 
benefit from pro-poor health insurance. Midwives were recruited from the community, 
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either from puskesmas or private clinics. At the district, provincial, and ministry level, 
government representatives in the maternal health and the health insurance teams were 
invited to participate in the KIIs. In addition, faculty members from the University of 
Indonesia School of Public Health (UI-FKM) with expertise in the field of health 
financing or maternal health in Indonesia were also interviewed as part of this 
dissertation. The inclusion and exclusion criteria for each group of participants can be 
found in Table 7. 
 
Table 7. Inclusion and exclusion criteria for participants of the qualitative study 
Inclusion criteria 
IDI – Poor 
Women 
• Identified in select districts who are currently affiliated with a pro-
poor health insurance scheme or are eligible for pro-poor health 
insurance 
• Gave birth between 2010–2012 
• Willing to participate in qualitative study 
IDI – Midwives • Currently employed in a puskesmas or private practice 
• Willing to participate in qualitative study 
KII – Government 
representatives 
• Currently employed by the government at the district, provincial, or 
ministry level 
• Willing to participate in qualitative study 
KII – 
Academician  
• Current faculty member at the University of Indonesia with specific 
expertise in maternal health or health finance 
• Willing to participate in qualitative study 
Exclusion criteria 
All groups • Less than 18 years old  
• Cognitively impaired (based on judgment made by Research 
Assistants conducting interviews)  
• Does not speak Indonesian or English 
 
All qualitative interview participants were given the option to participate or opt-
out of the study; verbal consent was obtained before the interview. Table 8 shows the 
number of participants recruited in the qualitative component of this dissertation.  
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Table 8. Sample size for qualitative component 
  
Province: 
Jakarta 
District: 
Central  
District: 
North  
Province: 
Banten 
District: 
Tangerang 
District: 
Pandeglang Total 
Poor women   5 5   5 5 20 
Midwives   3 3   3 3 12 
Government 
representatives 5 3 3 2 3 3 19 
Academicians 4           4 
 Total: 55 
 
Interviews were conducted by two trained research assistants from the University 
of Indonesia School of Public Health (UI-FKM) using semi-structured interview guides 
(refer to Annex 3). Training of local research assistants, pilot testing, and finalization of 
interview guides was conducted by the DrPH candidate in May 2015 in Banten, 
Indonesia. Interviews were conducted from May – August 2015; each interview took 
place in a private location that was convenient to the participant and each interview lasted 
between 30–90 minutes. Interviews were conducted in the local language (Bahasa 
Indonesia), digitally recorded, and electronically transcribed into Microsoft Word in 
preparation for data analysis. Qualitative analysis was done by the DrPH candidate in 
Bahasa Indonesia. 
 
Data Analysis Plan 
The purpose of the qualitative analysis was to interpret and contextualize the 
findings from the secondary analysis of IDHS data. Electronic transcripts were uploaded 
into Nvivo v10 to assist with systematic analysis of qualitative data. Framework analysis 
was conducted to answer the qualitative research questions of interest. Framework 
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analysis is a method of qualitative data analysis that allows for theme-based or case-
based analysis through the development of tables that are read across different cases 
(qualitative interviews) or themes (Judith & Thorogood, 2009; Ritchie, Lewis, Nicholls, 
& Ormston, 2003). As part of the framework analysis, the following stages in qualitative 
data analysis were performed: 
• Stage 1: Familiarization through data immersion 
o Each transcript was read in detail to understand the data generated from 
different participant groups. 
• Stage 2: Development of a draft theoretical framework through the identification 
of recurrent themes  
o Transcripts were re-read to create a list of recurring and important themes 
from the various transcripts. From the list of themes, a theoretical 
framework was developed to connect important themes and sub-themes.  
• Stage 3: Index of theoretical framework 
o Transcripts were uploaded into Nvivo to refine key themes and sub-
themes. Data were indexed and coded from the draft theoretical 
framework with the appropriate text from the transcripts. 
• Stage 4: Summarization of data in theoretical framework 
o Key themes were reduced into brief summaries for each participant group. 
• Stage 5: Synthesis of data through mapping and interpretation 
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o Key themes were checked against original transcripts to ensure 
appropriate context and to assess whether further changes or data 
reduction were required in the final theoretical framework.   
To assess the reliability of the qualitative data analysis, a consistency check was 
performed in which the key themes identified from the framework analysis were shared 
with the research assistants that conducted the interviews to confirm that the qualitative 
findings aligned with their personal observations in the field.  
Results from the qualitative analysis were used to help interpret the findings from 
secondary analysis of IDHS data to generate policy-relevant and practice-oriented 
recommendations.  
 
  
 
 45 
CHAPTER 3: RESULTS 
 
Part I: Quantitative Component 
 
Study Population 
  
The nationally representative Indonesian Demographic Health Survey (IDHS) 
included responses from 32,895 women in 2007 and 45,607 women in 2012. Background 
characteristics of women included in the IDHS 2007 and IDHS 2012 data can be found in 
Table 9. The majority of women who responded in the two surveys are married (94% in 
2007 and 73% in 2012), have completed or had some primary (47.5% in 2007 and 33.2% 
in 2012) or secondary education (38.7% in 2007 and 51.4% in 2012), and more than half 
are currently employed (57.3% in 2007 and 55.4% in 2012). Most women live in male-
headed households (87.1% in 2007 and 85.2% in 2012) and have 1–4 family members 
living in their homes (63.8% in 2007 and 66.4% in 2012).  
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Table 9. Background characteristics of women of reproductive age (15–49) surveyed in 
IDHS 2007 and IDHS 2012 
  
IDHS 2007 
(N=32,895) 
IDHS 2012 
(N=45,607) 
Age Group      15–19 2.6% 15.2% 
   20–34 48.2% 44.2% 
   35–49 49.2% 40.6% 
Marital Status   
   Never Married 0% 21.7% 
   Married 94.0% 73.0% 
   Other 6.0% 5.3% 
Education Level   
   None 6.9% 3.3% 
   Completed or some primary 47.5% 33.2% 
   Completed or some secondary 38.7% 51.4% 
   Higher 6.8% 12.2% 
Wealth Quintile   
   Lowest 18.9% 17.0% 
   Second 20.1% 19.3% 
   Middle 20.4% 20.3% 
   Fourth 20.4% 21.4% 
   Highest 20.2% 22.1% 
Residence   
   Urban 41.8% 52.2% 
   Rural 58.2% 47.8% 
Employment Status in Last 12 Months   
   Currently employed 57.3% 55.4% 
   Not currently employed, but worked in last 12 months 39.3% 38.8% 
   Did not work in last 12 months 3.4% 5.8% 
Sex of HH head   
   Male 87.1% 85.2% 
   Female 12.9% 14.8% 
Household Number   
   1–4 members 63.8% 66.4% 
   5 or more members 36.2% 33.6% 
Exposure to Mass Media      Reads a newspaper at least once a week 12.0% 13.3% 
   Listens to radio at least once a week 27.3% 19.3% 
   Watches television at least once a week 77.8% 85.9% 
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There are slight differences in the population of women surveyed for the IDHS, 
which may explain the differences observed in select background characteristics of 
women between 2007 and 2012. For example, there are notable differences in the 
proportion of youths 15–19 years of age (2.6% in 2007 and 15.2% in 2012) and the 
proportion of married women (94.0% in 2007 and 73.0% in 2012) between the two time 
points. The IDHS 2007 only interviewed women of reproductive age who were ever-
married (currently married or used to be married) whereas the IDHS 2012 interviewed all 
women, both ever-married and unmarried.  
Although slight differences exist between the sample of women interviewed in 
IDHS 2007 and IDHS 2012, most of the quantitative analysis used in this dissertation 
involved a small subset of women who had a live birth in the five years preceding the 
survey. Since the primary outcome of interest (HFD and SBD) was collected using the 
same set of questions in both the IDHS 2007 and IDHS 2012 survey questionnaire, these 
two primary outcome variables are comparable between 2007 and 2012. Descriptive 
statistics for women who had a live birth in the five years preceding the survey are 
presented in Table 10. 
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Table 10. Background characteristics of women of reproductive age (15–49) who had a live 
birth in the five years preceding the IDHS 2007 and IDHS 2012 
  
IDHS 2007 
(N=14,042) 
IDHS 2012 
(N=14,783) 
Age Group 
     15–19 2.9% 3.3% 
   20–34 72.2% 71.0% 
   35–49 24.8% 25.7% 
Marital Status 
     Never Married 0% 0% 
   Married 97.5% 96.9% 
   Other 2.5% 3.1% 
Education Level 
     None 3.3% 1.9% 
   Completed or some primary 41.2% 32.2% 
   Completed or some secondary 47.7% 54.0% 
   Higher 7.9% 11.9% 
Wealth Quintile   
   Lowest 20.9% 19.2% 
   Second 18.8% 19.1% 
   Middle 19.2% 20.0% 
   Fourth 19.7% 20.8% 
   Highest 21.4% 20.9% 
Residence   
   Urban 42.5% 52.1% 
   Rural 57.5% 47.9% 
 
 
Objective 1 
 
 The first objective (Obj1) of the dissertation was to assess the change in HFD 
and SBD between 2007 and 2012. The rise of pro-poor PHI schemes started with the 
implementation of the Jamkesmas and scale-up of Jamkesda program in 2008, and the 
Jampersal program in 2011. A comparison of IDHS 2007 and IDHS 2012 dataset was 
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used to answer the following research question:  
 Are there improvements in SBD and HFD from 2007 to 2012 among women of 
reproductive age (15–49)? 
Crude analysis of IDHS data (Figure 5) indicated a statistically significant rise in 
the proportion of women who delivered in health facilities, from 48.8% (95%CI: 47.1% – 
50.5%) in 2007 to 64.9% (95%CI: 63.3 % – 66.6%) in 2012, an increase in HFD of 16.1 
percentage points (95%CI: 15.0% – 17.3%) over the five-year time period. A statistically 
significant increase was also observed among the proportion of women who delivered 
with skilled birth attendants, from 74.9% (95%CI: 73.5% – 76.4%) in 2007 to 84.8% 
(95%CI: 83.6% – 85.9%) in 2012, an increase in SBD of 9.9 percentage points (95%CI: 
8.9% – 10.8%) from 2007 to 2012. 
 
Figure 5. Change in health facility delivery and skilled birth delivery from 2007 to 2012 
among women of reproductive age (15–49) in Indonesia 
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 A second research question explored the change in HFD and SBD between poor 
and non-poor women:  
 How do HFD and SBD compare between poor and non-poor women between 
2007 and 2012? 
Comparing HFD between poor and non-poor women (Table 11), a lower 
proportion of poor women had HFD compared to non-poor women in both 2007 
(poor=24.7% vs. non-poor=65.7%) and 2012 (poor=44.8% vs. non-poor=78.4%). Five 
years after the scale-up of pro-poor PHI schemes, the proportion of poor women who had 
HFD increased significantly by 20.1 percentage points. Non-poor women had a 
significant increase in HFD of 12.6 percentage points. However, the rate of increase over 
the five-year period was much higher among poor women with a net difference of 7.5 
percentage points.  
 
Table 11. Difference-in-differences estimate of health facility delivery after implementation 
of pro-poor public health insurance between poor and non-poor women in Indonesia 
    
Before pro-poor 
PHI scale-up (2007)  
After pro-poor PHI 
scale-up (2012)  
Absolute 
Difference  
Target Group Poor (%) 24.7% 44.8% 20.1% 
  n  1,431 / 5,799   2,649 / 5,917    
  95% CI 22.8% – 26.6% 42.7% – 46.8% 
 Comparison Non-poor (%) 65.7% 78.4% 12.6% 
  n  5,418 / 8,243   6,947 / 8,866    
  95% CI 63.2% – 67.8% 76.6% – 80.1% 
  Net Difference (target - comparison group): 7.5% 
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Similar findings were observed for SBD. As with HFD, the proportion of women 
who had SBD was much lower among the poor (Table 12). In 2007, only 57.0% of poor 
women had SBD compared to 87.6% of non-poor women. In 2012, 71.4% of poor 
women had SBD compared to 93.7% of non-poor women. Five years after the scale-up of 
pro-poor PHI, the proportion of poor women who had SBD increased significantly by 
14.5 percentage points. Non-poor women had a slight, yet statistically significant 
increase in SBD of 6.1 percentage points. The rate of increase in the proportion of 
women who had SBD over the five-year period was much higher among poor women, 
with a net difference of 8.4 percentage points.  
 
Table 12. Difference-in-differences estimate of skilled birth delivery after implementation of 
pro-poor public health insurance between poor and non-poor women in Indonesia 
    
Before pro-poor 
PHI scale-up (2007)  
After pro-poor PHI 
scale-up (2012)  
Absolute 
Difference  
Target Group Poor (%) 57.0% 71.4% 14.5% 
  n  3304 / 5799   4227 / 5917    
  95% CI 54.6% – 59.3% 69.5% – 73.3% 
 Comparison Non-poor (%) 87.6% 93.7% 6.1% 
  n  7218 / 8243   8306 / 8866    
  95% CI 86.2% – 88.9% 92.7% – 94.7% 
 Net Difference: 8.4% 
 
  
In summary, poor women potentially benefited from the scale-up of pro-poor PHI 
in Indonesia from 2007–2012. Although non-poor women had higher proportions of HFD 
and SBD compared to poor women, the percentage point increase in HFD and SBD was 
much higher among poor women five years after implementation of the various PHI 
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programs. As this crude analysis did not control for confounding variables, the increase 
in the proportion of poor women who had HFD and SBD may have been a result of the 
scale-up of PHI programs in Indonesia. 
 
Objective 2 
 
 The second objective (Obj2) of the dissertation was to describe the population 
of women that have Jamkesmas health insurance coverage in 2012. As health 
insurance coverage data was captured in the IDHS 2012, secondary analysis of this 
dataset was used to answer the following research question:  
 How does Jamkesmas health insurance coverage among women compare in the 
different wealth quintiles? 
Among all Indonesian women of reproductive age in 2012, close to two-thirds 
(63.0%) of women did not have any insurance coverage (Table 13). About one-fifth 
(19.1%) of all Indonesian women had Jamkesmas health insurance; a similar proportion 
(17.9%) had other forms of health insurance schemes.   
Among the different wealth quintiles, the proportion of women that had no health 
insurance coverage was similar between the different groups – 57.1% of women in the 
highest wealth quintile had no insurance compared to 64.0% of women in the lowest 
wealth quintile. The difference in coverage between Jamkesmas and other health 
insurance schemes was observed in the different wealth quintiles. Women in lower 
wealth quintiles had a higher proportion of Jamkesmas insurance coverage; conversely, 
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women in higher wealth quintiles had a higher proportion of other health insurance 
coverage. In 2012, 25.4% of women categorized as poor (wealth index 1–2) were 
covered by Jamkesmas health insurance compared to 15.5% of women who were 
categorized as non-poor (wealth index 3–5). In 2012, 48.3% of Jamkesmas beneficiaries 
were poor while the remaining 51.7% were non-poor. 
 
Table 13. Health insurance coverage among Indonesian women of reproductive age (15–49), 
2012 – by wealth quintile 
Wealth Quintile None Jamkesmas Other* Total (N) 
All (wealth index 1–5) 63.0% 19.1% 17.9% 45,533 
   Lowest (wealth index 1) 64.0% 28.3% 7.7% 7,759 
   Second (wealth index 2) 65.1% 22.8% 12.1% 8,755 
   Middle (wealth index 3) 65.3% 19.0% 15.8% 9,237 
   Fourth (wealth index 4) 64.4% 19.4% 16.2% 9,727 
   Highest (wealth index 5) 57.1% 8.6% 34.3% 10,056 
Non-Poor (wealth index 3–5) 62.1% 15.5% 22.3% 29,010 
Poor (wealth index 1–2) 64.6% 25.4% 10.0% 16,523 
*Includes: Civil servant health insurance, military/veteran health insurance, social health 
insurance for private sector workers, private health insurance, other health insurance schemes. 
 
 A second research question explored the determinants of Jamkesmas health 
insurance ownership among Indonesian women in 2012:  
 What factors are associated with Jamkesmas health insurance membership? 
 Results from the multivariate analysis indicate that Jamkesmas health insurance 
coverage was associated with age, marital status, education level, wealth category, 
provincial Jamkesmas insurance coverage, number of household members, and media 
exposure to newspaper (Table 14).  
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 Controlling for all other variables, youths aged 15–19 years and older adults aged 
35–49 years had 16% (OR=1.16 [1.01–1.33]) and 29% (OR=1.29 [1.17–1.41]), 
respectively, higher odds of being covered by Jamkesmas health insurance compared to 
young adults aged 20–34 years. Similarly, never married women had 16% (OR=1.16 
[1.01–1.33]) greater odds of having Jamkesmas health insurance compared to married 
women. The higher the educational attainment, the less likely women would be covered 
by Jamkesmas health insurance. Women with education beyond secondary schooling had 
78% (OR=0.22 [0.17–0.29]) reduced odds compared to their non-educated counterparts 
to be insured by Jamkesmas. Also, women who were poor had two-and-a-half times 
(OR=2.60 [2.32–2.91]) the odds of having Jamkesmas insurance compared to non-poor 
women. Provincial differences were also observed; women living in provinces with 
higher Jamkesmas coverage had two times (OR=2.01 [1.76–2.30]) the odds of being 
covered by Jamkesmas compared to women living in provinces with low insurance 
coverage. Household size was also associated with coverage; women that lived in 
households with 5 or more members had 25% (OR=1.25 [1.14–1.38]) higher odds 
compared to smaller households of having Jamkesmas health insurance. Finally, women 
who read the newspaper at least once a week had 24% (OR=0.76 [0.66–0.89]) reduced 
odds of being covered by Jamkesmas compared to those that do not read the newspaper.  
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Table 14. Predictors of Jamkesmas health insurance coverage among Indonesian women, 
2012 
  % of Women with Jamkesmas  
Crude Odds 
Ratio (95% CI) 
Adjusted Odds 
Ratio (95% CI) 
Age Group (years)   p<0.0001 
   15–19 18.67% 1.26 (1.14–1.39) 
1.16 
(1.01–1.33) 
   20–34 15.40% [Ref] [Ref] 
   35–49 20.85% 1.44 (1.33–1.56) 
1.29 
(1.17–1.41) 
Marital Status   p=0.0250 
   Never Married 16.01% 0.85 (0.78–0.94) 
1.16 
(1.01–1.33) 
   Married 18.24% [Ref] [Ref] 
   Other 25.36% 1.52 (1.32–1.75) 
1.18 
(1.00–1.39) 
Education Level   p<0.0001 
   None 28.75% [Ref] [Ref] 
   Completed or some primary 26.15% 0.88 (0.73–1.06) 
1.05 
(0.85–1.29) 
   Completed or some secondary 15.54% 0.46 (0.38–0.55) 
0.68 
(0.56–0.84) 
   Higher 4.35% 0.11 (0.09–0.15) 
0.22 
(0.17–0.29) 
Wealth Category   p<0.0001 
   Non-Poor 11.30% [Ref] [Ref] 
   Poor 30.12% 3.38 (3.01–3.81) 
2.60 
(2.32–2.91) 
Employment   p=0.2044 
   Not working 17.84% [Ref] [Ref] 
   Formal employment 12.42% 0.65 (0.59–0.72) 
0.92 
(0.83–1.03) 
   Informal employment 22.69% 1.35 (1.23–1.49) 
1.01 
(0.91–1.13) 
Residence   p=0.1343 
   Urban 14.27% [Ref] [Ref] 
   Rural 22.35% 1.73 (1.49–2.01) 
0.89 
(0.76–1.04) 
Provincial Jamkesmas Coverage   p<0.0001 
   Low 14.10% [Ref] [Ref] 
   High 25.84% 2.12 (1.85–2.44) 
2.01 
(1.76–2.30) 
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  % of Women with Jamkesmas  
Crude Odds 
Ratio (95% CI) 
Adjusted Odds 
Ratio (95% CI) 
Sex of HH head   p=0.0933 
   Male 17.85% [Ref] [Ref] 
   Female 20.20% 1.09 (0.95–1.26) 
1.13 
(0.98–1.30) 
Household number   p<0.0001 
   1–4 members 16.89% [Ref] [Ref] 
   5 or more members 19.36% 1.18 (1.08–1.30) 
1.25 
(1.14–1.38) 
Newspaper   p=0.0022    None 22.54% [Ref] [Ref] 
   Less than once a week 15.12% 0.61 (0.56–0.67) 
0.91 
(0.82–1.00) 
   At least once a week 9.66% 0.37 (0.32–0.42) 
0.76 
(0.66–0.89) 
Radio   p=0.9219    None 20.32% [Ref] [Ref] 
   Less than once a week 16.52% 0.78 (0.71–0.84) 
1.02 
(0.93–1.12) 
   At least once a week 15.88% 0.74 (0.66–0.83) 
1.02 
(0.90–1.15) 
TV   p=0.2070    None 26.99% [Ref] [Ref] 
   Less than once a week 23.58% 0.84 (0.69–1.02) 
1.18 
(0.97–1.44) 
   At least once a week 17.09% 0.56 (0.47–0.67) 
1.18 
(0.98–1.42) 
 
 In summary, close to two-thirds of women in Indonesia in 2012 were not covered 
by any health insurance schemes. Among the poor, only a quarter of poor women were 
covered by Jamkesmas health insurance. A large proportion of non-poor women were 
also covered by Jamkesmas health insurance. Several background characteristics predict 
the likelihood of women having Jamkesmas health insurance coverage. In particular, 
women with lower educational attainment, those that are poor, and women living in 
provinces with high Jamkesmas coverage were more likely to be covered by Jamkesmas 
health insurance. 
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Objective 3 
 
The third objective (Obj3) of the dissertation was to estimate the association of 
Jamkesmas health insurance coverage on health facility delivery and skilled birth 
delivery among poor women in 2012. To better understand the effect of pro-poor health 
insurance schemes, secondary analysis of IDHS 2012 was used to answer the following 
research question:  
 Do poor women with Jamkesmas health insurance have higher rates of HFD and 
SBD compared to poor women without health insurance?  
Propensity Score Matching (PSM) analysis was used to answer this research 
question. First, a new 1:1 exposed and unexposed dataset comparing poor women with 
Jamkesmas health insurance (exposed) against poor women without health insurance 
(unexposed) using Greedy matching technique (5-digit match on propensity score) was 
created. Table 15 shows the similarities in the mean value of the independent variables 
between the group of poor women with and without Jamkesmas health insurance after 
PSM. 
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Table 15. Comparison of independent variables for poor women of reproductive age (15–49) 
after PSM, Indonesia 2012 
Independent Variables 
Pro-Poor Insurance 
(N=5,245) 
No Insurance 
(N=5,245) 
Difference Mean SD Mean SD 
   Age Group 1.262 0.717 1.255 0.702 -0.007 
   Marital Status 0.871 0.500 0.882 0.516 -0.011 
   Education Level 1.480 0.659 1.480 0.698 0.022 
   Wealth 1.408 0.492 1.409 0.492 0.001 
   Residence 1.749 0.434 1.756 0.430 0.006 
   Employment 1.096 0.916 1.081 0.903 -0.015 
   Sex of HH Head 1.123 0.328 1.124 0.330 0.001 
   Household Number 1.598 0.490 1.604 0.489 0.006 
   Province 51.441 25.415 51.342 25.893 -0.100 
   Paper 0.442 0.615 0.445 0.622 0.003 
   Radio 0.644 0.745 0.649 0.745 0.005 
   TV 1.635 0.649 1.663 0.634 0.028 
 
After the creation of the new PSM dataset, multivariate logistic regression 
analysis was performed to measure the association of Jamkesmas health insurance on 
HFD and SBD among poor women in Indonesia in 2012 (Table 16). Controlling for all 
the independent variables in this model, poor women with Jamkesmas health insurance 
were 21% (OR=1.21 [1.05–1.39]) more likely to deliver in a health facility compared to 
poor women without health insurance. Similarly, poor women with Jamkesmas health 
insurance were 20% (OR=1.20 [1.03–1.39]) more likely to deliver with a skilled birth 
attendant compared to poor women without health insurance.  
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Table 16. Comparison of health facility delivery and skilled birth delivery among poor 
women of reproductive age (15–49) with and without Jamkesmas health insurance using 
PSM dataset, Indonesia 2012 
Primary Outcome No Insurance [Ref] 
% (n/N) 
Jamkesmas 
% (n/N) 
Crude OR 
(95% CI) 
Adjusted* OR 
(95% CI) 
% of women with health 
facility delivery 
35.40%  
(695/1,963) 
38.59%  
(720/1,866) 
1.15  
(1.01–1.31) 
1.21  
(1.05–1.39) 
% of women who had 
skilled birth delivery 
65.77%  
(1,291/1,963) 
68.60%  
(1,280/1,866) 
1.13  
(0.99–1.30) 
1.20  
(1.03–1.39) 
*Controlling for women’s age, marital status, education level, wealth, residence, provincial 
region, employment status, sex of household head, household number, and media exposure to 
paper, radio, and television. 
 
In summary, poor women that had Jamkesmas health insurance were more likely 
to deliver their babies in a health facility and use skilled birth attendants in comparison to 
poor women without any health insurance.  
 
Part II: Qualitative Component 
 
Objective 4 
 
 The fourth objective (Obj4) of the dissertation was to describe the success and 
challenges of health insurance membership and maternal health services among 
poor women. Qualitative interviews were conducted in the province of Jakarta and 
Banten among poor women, midwives, government representatives, and academicians to 
answer the following research questions:  
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 What are the facilitators and barriers of accessing health insurance among poor 
women?  
 What are the facilitators and barriers of accessing maternal health services 
among poor women?  
 
Health Insurance Access among Poor Women 
  
 Among the 20 poor women interviewed as part of this study, 13 (65%) did not 
have any health insurance when delivering a child between the years of 2010–2012. A 
total of six women (30%) had pro-poor health insurance during this period, five had 
coverage through Jamkesmas and one used Jamkesda, while one had private health 
insurance. Analysis of qualitative data revealed individual-level and programmatic 
themes associated with key barriers and facilitators of health insurance access among 
poor women (Table 17).  
 
Table 17. Key themes for health insurance access among poor women 
Barriers 
   Individual-level 
 
Perception that health insurance is unimportant 
Lack of valid government identification 
   Programmatic Misidentification of the poor 
Facilitators 
   Programmatic Community support to generate health insurance awareness 
Local government commitment 
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Barrier: Individual level 
 
 One of the key recurring themes was the perception that health insurance was 
viewed as unimportant. With two-thirds (65%) of interviewed poor women not having 
any health insurance when they delivered their baby between 2010–2012, the notion of 
not needing health insurance if not sick was commonly mentioned among the poor. As 
one woman stated: 
 
“I'm not sick yet, so I don't need it.”  
- Poor woman, Central Jakarta, Jakarta Province 
 
 Several midwives supported this sentiment, especially among families who were 
considering registering for health insurance: 
 
"They sometimes think like this: "Why would I pay a monthly amount for it if I 
don't use it." They are motivated to get health insurance when they start feeling 
sick.”  
- Midwife, Pandeglang, Banten province 
  
Comments from various key informant interviews try to provide an explanation as 
to why the poor view health insurance as unnecessary. As shown in these quotes, 
responses often touch upon factors such as poor education, limited understanding of 
insurance, and cultural norms: 
 
“It's because the people of Indonesia don't really understand the concept of 
insurance. Ask yourself, what's the percentage of Indonesians that have 
insurance? Whether it's life insurance, property insurance, etc... Insurance 
membership is low, not like our neighbors in Malaysia and Singapore. The more 
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educated are starting to understand and have insurance to protect themselves and 
their families, but this is a very small proportion... most of our community 
members here are farmers and fishermen.”  
- Government representative, Pandeglang, Banten province 
 
“The cultural norm for our people is "I’ll get it when I'm sick" when in fact we 
should already have it when we are healthy.”  
- Government representative, North Jakarta, Jakarta province 
 
 The most important individual-level barrier was associated with lack of valid 
government identification among the poor. The various pro-poor health insurance 
schemes required some form of government identification for registration and it was 
commonly observed among various respondents that the poor often did not possess the 
right documents. Select quotes from poor women show that even if they were aware of a 
pro-poor health insurance scheme, the lack of proper documentation prevented them from 
signing up for health insurance and, in some instances, made them seek care outside of 
the health facility: 
 
“I have heard of the Jamkesmas program, unfortunately, I did not have a Kartu 
Tanda Penduduk (KTP) [local identity card] for Jakarta so I was unable to get 
it.”  
- Poor woman, Northern Jakarta, Jakarta province 
  
“Puskesmas [community health center] has already offered [to sign me up for 
health insurance], but I didn't have the documents… I didn't have time to take 
care of the Kartu Keluarga (KK) [government family card], so I went to the 
midwife instead.”  
- Poor woman, Tangerang, Banten province 
 
 Interviews with midwives support the observation that the poor often did not have 
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the correct government identification that allowed them to register for health insurance. 
In addition, the interviews with the midwives provided some of the reasons why the poor 
do not have these key documents: 
 
“For the Jampersal program, KK or KTP can be used... if they don't have one, it's 
not easy for the poor to go to the sub-district office to make one.”  
- Midwife, Pandeglang, Banten province 
  
 
“All they need to do is bring their Kartu Tanda Penduduk (KTP) [local identity 
card] or Kartu Keluarga (KK) [government family card] when they go to the 
puskesmas [community health center] for delivery...however, some actually do 
not have KTP for Jakarta, but an old KTP from their village.” 
- Midwife, Northern Jakarta, Jakarta province 
 
“[The poor] don't have money, how are they going to pay for a KTP?” 
- Midwife, Tangerang, Banten province 
 
 Interviews with government representatives provided a glimpse at some of the 
bureaucratic hurdles associated with getting a KTP card: 
 
“To make a KTP [in Tangerang] you need a "change of address" letter. Those 
who cannot produce one will "shoot" [pay a bribe] to get a new KTP.”  
- Government representative, Tangerang, Banten province 
 
 Various statements highlighted the complexities of getting a government 
document. For example, the process of getting a KTP card involves a series of procedural 
steps – change of address letter, a visit to the sub-district office – that the poor often 
lacked the know-how or resources necessary to generate this document. Not having a 
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valid government document or identification card could prevent poor women from 
accessing both health insurance and facility-based services.   
 
Barrier: Programmatic 
 
 The key theme associated with programmatic barrier was misidentification of 
the poor. Pro-poor health insurance schemes required a process that targets and identifies 
the poor. This often required careful coordination between various national and local 
government agencies: 
 
“There was a coordination meeting between Badan Pusat Statistic (BPS) 
[Central Bureau of Statistics], Camat [head of district], Lurah [head of village], 
and the local health department. There were certain criteria for the poor, for 
example, monthly income less than Rp600,000, a certain amount of land, non-
permanent housing, etc. This was used for the JPK Gakin, Jamkesmas, and 
Jamkesda programs.”   
- Government representative, Central Jakarta, Jakarta province 
 
 As local governments were responsible for targeting the poor, some challenges 
were observed in the implementation of this identification process. It was sometimes 
noted that individuals and families that were not poor sometimes received the benefit of 
pro-poor health insurance: 
 
“For Jamkesmas there needs to be a household survey [to identify the poor], after 
that, the government provides health insurance for those that are poor. However, 
there is some nepotism that takes place so that some well-off families will also get 
Jamkesmas health insurance.”  
- Midwife, Tangerang, Banten province 
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“We need to find a way to make it easier for [the poor] to get health insurance. 
The poor will get support from the government, however, we need to improve the 
targeting so those that receive support are those that really need it.” 
- Academic Expert, Jakarta 
 
Facilitator: Programmatic 
 
 One of the main facilitators in increasing access to health insurance among the 
poor was the existence of various community support to generate health insurance 
awareness. Community approaches involved generating awareness from the puskesmas 
[community health center] all the way to the smallest administrative unit of the village, 
Rukun Tetangga (RT) [neighborhood group]: 
 
“It was the RT that told me about the Jamkesmas program.” 
- Poor woman, Tangerang, Banten province 
 
Midwives also played an essential role in notifying pregnant women of the 
importance of health insurance and were the key gatekeepers for health insurance 
awareness: 
 
“We have provided social awareness within community, especially during the Pos 
Pelayanan Terpadu (posyandu) [integrated service post] visits...we must be 
proactive in order to support them, "let's go get health insurance so you are 
covered in case of any complications.”” 
- Midwife, Tangerang, Banten province 
 
“I always ask them, "Do you have health insurance yet?" Let's sign up for it now, 
if anything bad happens, this will be very important because it can be very 
expensive if you get really sick.” 
- Midwife, Central Jakarta, Jakarta province 
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 Finally, it was noted that getting local government commitment was essential in 
increasing health insurance access for the poor. From implementing pro-poor health 
insurance schemes to providing awareness of the benefit of health insurance program for 
the poor, the decentralized government of Indonesia meant that implementation of these 
programs became the responsibility of local governments: 
 
 “There was a regulation from the MOH that stated that poor individuals not 
covered by Jamkesmas, it is the responsibility of district governments [to provide 
health insurance]... that is how the Jamkesda program started. It is up to the local 
governments to decide whether or not to implement [Jamkesda]... it depends 
whether they have the local budget and commitment...often time it is used as part 
of local politics. Jamkesda is dependent on local budget... a province like South 
Sumatra is able to provide health insurance for its people...there are other 
districts that do not allocate much of the local budget towards health... this may 
explain why some areas have higher health insurance coverage.” 
- Government representative, Jakarta 
 
“This information [for health insurance] falls under the domain of the local 
governments who should encourage the individuals in their community... they 
have the structure that should disseminate this information to the bottom, from the 
camat [district], lurah [village], Rukun Warga (RW) [community groups], and 
Rukun Tetangga (RT) [neighborhood groups], so that the poor and those who 
can't afford sign up for health insurance before they get sick.” 
- Government representative, North Jakarta, Jakarta 
 
“Commitment must come from district leadership because of regional autonomy... 
each district budget is different, there are those that prioritize infrastructure first 
and then there are those that prioritize health... from the 2009 law, districts are 
supposed to allocate at least 10% of the local budget towards health... if there are 
districts that allocate less than 10% of their budget to health... they are not 
complying with the law.” 
- Government representative, Banten province 
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“We often blame the health facilities; however, are the resources there? Are there 
enough health workers, medicine, and medical supplies? All this often depends on 
the local governments.” 
- Academician, Jakarta 
 
 Regional variability in health insurance coverage among poor women can partly 
be attributed to the commitment of local governments. Greater investments in health – 
which are often decided by local government leaders – will not only increase awareness 
for the relevant health insurance programs but also increase access and quality of health 
services, especially for those who need it most. 
 
Maternal Health Services for Poor Women 
  
 Among the 20 poor women interviewed, 75% of women had a health facility 
delivery and 85% delivered with a skilled birth attendant during the period between 2010 
and 2012. Analysis of qualitative data revealed thematic barriers associated with socio-
cultural, accessibility, and quality of care factors (Table 18). In addition, analysis of the 
qualitative interviews identified several programmatic themes that facilitate in the 
improvement of maternal health services among poor women. 
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Table 18. Key themes for maternal health services among poor women 
Barriers 
   Socio-cultural Preference to deliver at parental village 
Use of traditional birth attendants 
Fatalistic point of view 
Family-based healthcare decision-making 
   Accessibility Distance to health facility 
Poor referral system 
Non-facility based expenditure 
   Quality of care Shortage of qualified health providers 
Overcrowded health facilities 
Lack of health facility accreditation 
Facilitators 
   Programmatic 
    
Ease of Jampersal registration 
Innovative community-based programs 
 
 
Barrier: Socio-cultural 
 
Socio-cultural dimensions were identified as a key barrier to maternal health care 
among poor women in Indonesia. One of the key recurring themes was the preference 
for women to deliver at their parental village. A high level of mobility was observed 
among interviewed poor women. It was common to hear stories of women currently 
living in urban areas to relocate back to their parents’ house, often in more rural settings, 
as they approached closer to their due date. As explained by several key informants from 
Jakarta: 
 
"Our culture here is to deliver in our home villages." 
- Government representative, North Jakarta, Jakarta province 
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"There is a high level of mobility among pregnant women [in Central Jakarta].  
They get their ANC1-4 visits here, but will deliver their babies back in their home 
village." 
- Government representative, Central Jakarta, Jakarta province 
 
 The main reason pregnant women choose to relocate to their parental village was 
to get the care and support from their parents during and after child delivery. Parental 
support, especially from mothers, was commonly cited as the reason for the relocation of 
pregnant women among the different groups of interviewees: 
 
"My parents are there, [if I deliver here] no one will help take care of me." 
- Poor woman, Central Jakarta, Jakarta province 
 
"A lot of women here go back to their home villages to deliver... [in the village] 
they have their mothers to help raise the baby." 
- Midwife, Tangerang, Banten province 
 
 Another socio-cultural theme that emerged from the qualitative interviews was 
the use of traditional birth attendants. The terms paraji and dukun beranak both refer 
to traditional birth attendants (TBA) on the western island of Java. Both paraji and dukun 
beranak are women with no formal training in midwifery but have earned the trust of 
traditional communities in pregnancy care and child delivery. It was noted from the 
various interviews that use of traditional birth attendants in Jakarta has been extremely 
rare over the last few years. However, certain communities in Banten province still rely 
on and use the services from these traditional health providers. Several respondents in 
Banten highlight the trust and cultural preference for pregnant women to deliver with 
TBAs: 
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"Those in the community, regardless whether they are poor or not, if they are 
accustomed to delivering with a dukun, then they will have a preference to use the 
dukun." 
- Midwife, Pandeglang, Banten province 
 
"Some community members trust the dukun... therefore they would prefer to 
deliver with a dukun." 
- Government representative, Banten province 
 
 The reasons for pregnant women to use TBAs go beyond cultural and traditional 
preferences, but also relate to practical aspects such as affordability and the non-medical 
support offered by these providers. As stated by a midwife in Banten: 
 
"Women like to use paraji because they accept whatever you have... they also help 
raise the baby, take care of the mother, and help with other household chores."  
- Midwife, Pandeglang, Banten province 
 
 One of the socio-cultural themes that emerged from various interviews with key 
informants was how some women had a fatalistic point of view towards life and death. 
This viewpoint was observed in several interviews conducted in Banten provinces. The 
submissive outlook towards life and death was captured in this tragic experience in 
Banten: 
 
"There was one woman who was delivering her fourth baby with a dukun... she 
had heavy bleeding but did not want any assistance from a midwife or any skilled 
birth attendant because she believed that life and death is God's will...both 
mother and baby died." 
 - Midwife, Tangerang, Banten province 
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 Finally, family-based health care decision-making was another socio-cultural 
theme identified from the qualitative data analysis. The inability for pregnant women to 
make important healthcare decisions during an emergency situation was noted as a key 
barrier to maternal health services in conservative settings. This scenario often played out 
when home deliveries with skilled birth attendants or deliveries at community health 
centers required the pregnant women to be transferred to a higher level of care. In the 
event that a health care decision needed to be made quickly, it is not uncommon for the 
pregnant woman to request more time until input was obtained from the right family 
member: 
 
"There are some women that cannot make health decision without first consulting 
their parents or parents in law. During a referral, these patients often will say: "I 
must wait for my parents-in-law" or "my husband is working in Jakarta, I must 
wait for him." 
- Midwife, Pandeglang, Banten province 
 
"Sometimes decisions at home does not always involve the husband, but other 
family members such as parents and grandparents... during deliveries that 
require a referral to a hospital, they often tell us to wait until they hear back from 
a family member." 
- Midwife, Pandeglang, Banten province 
 
 
Barrier: Accessibility 
 
Accessibility issues were identified as a key barrier to maternal health care among 
poor women in Indonesia. One of the key recurring themes was the distance to health 
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facilities often experienced by poor women. Several government representatives 
emphasized this challenge within their community: 
 
"For maternal health issues, transportation is a big issue... this is because of the 
geographic condition... it is very far for some villages to get to the closest 
puskesmas."   
- Government representative, Banten province 
 
"We have 9 BEmOC facilities... the villages themselves are very far from these 
facilities as we have several isolated areas."  
- Government representative, Pandeglang, Banten province 
 
 Without easy access to a health facility, some women are more likely to deliver at 
home, as demonstrated by this woman in Jakarta: 
 
"The puskesmas is very far... I delivered with my midwife and dukun at home." 
- Poor woman, Central Jakarta, Jakarta province 
 
 Related to geographic distance, another recurring theme identified from the 
qualitative data was the poor referral system to transfer pregnant women to higher level 
of care. Without the proper coordination and referral mechanisms between health 
providers and health facilities, pregnant women in emergency situations will be unable to 
access the appropriate care that they need. This was an important issue repeated by 
several government representatives from Banten province: 
 
"A referral system should be available 24-7, ideally with access to an OB/GYN 
when needed, but we don't have that here." 
- Government representative, Pandeglang, Banten province 
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"Our referral system is a mess... there is a lot of hospital "touring" as we look for 
hospitals that can deal with emergency situation... as a result, we have a lot of 
deaths in transit."  
- Government representative, Tangerang, Banten province 
  
 Another recurring theme associated with accessibility was the issue of non-
facility based expenditure. Health insurance can facilitate with the removal of financial 
barriers associated with the provision of health services. However, there are other costs 
outside of the health facility that pregnant women and their families must consider which 
can be challenging for the poor. As explained by a key informant:  
 
"There are costs that take place outside of the health facility, for example, 
transportation, child care, and other expenditure associated with waiting in a 
hospital such as food and lodging... there are a lot of costs that often are not 
covered by health insurance."  
- Academician, Jakarta 
 
 Referral to higher level of care was cause for concern for families with limited 
financial means and this was a situation that several health providers experienced. As 
noted by a midwife from Banten: 
 
"When we refer patients to higher level health facilities, they sometimes refuse. 
We tell them that it's free, but they respond, "It may be free for me, but how do we 
pay for food for the people that will be waiting with me?"   
- Midwife, Pandeglang, Banten province 
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Barrier: Quality of Care 
 
Quality of care themes emerged as a key barrier to maternal health care among 
poor women in Indonesia. One of the key recurring themes was the shortage of qualified 
health providers often experienced by poor women. There were several poor women 
who described their harrowing experience of not having a doctor present at the 
community health center during delivery of their baby: 
 
"I was afraid last time I was [in the puskesmas]... I was yelling "help doctor, help 
midwife, my baby is coming!" No one was there, everyone was on vacation... 
there was only one nurse in the puskesmas." 
- Poor woman, Northern Jakarta, Jakarta province 
 
"I went to the puskesmas at 7 am, but was told to go home because it didn't open 
until 2 pm. I came back at 8 am because I did not feel well and I was hurting... 
they let me in when I starting bleeding... The doctor was called but he was 
asleep... when the doctor arrived the baby's head was already out." 
- Poor woman, Tangerang, Banten province 
 
 In addition to the shortage of general practitioners in the community, several key 
informants highlighted the limited numbers of OB/GYNs in Indonesia:  
 
"We are limited in the number of health care workers that we have... for example, 
we have a lot of maternal deaths in Pandeglang, however, there are not enough 
doctors in our hospitals, especially OB/GYNs."  
- Government representative, Banten province 
 
"Shortage of health workers is a problem... there are a lot of hospitals that do not 
have an OB/GYN... especially in rural areas."  
- Academician, Jakarta 
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 The shortage of qualified health providers also extended to midwives where it can 
be challenging to find qualified and experienced midwives in the field, especially in rural 
settings that could benefit the most from their expertise. Several senior and more 
experienced midwives noted their concerns associated with newly graduated midwives 
and how they lacked practical experience from their midwifery program: 
 
"There are a lot of newly trained midwives... they do not have sufficient 
experience to deal with emergencies as they mostly receive classroom training... 
these are the midwives that are often sent to the villages, however, they do not 
have the practical experience to deal with emergency deliveries and neonatal 
care." 
- Midwife, Pandeglang, Banten province 
 
 The shortage of qualified healthcare personnel contributed to another commonly 
observed quality of care theme, overcrowded health facility. Almost everyone 
interviewed commented on how busy and overcrowded the puskesmas were. The sad 
reality of overcrowded community health centers resulted in frustration among clients, 
but in some cases, became a continual source of humor for some health providers: 
 
"The lines in the puskesmas are out of control." 
- Poor woman, Tangerang, Banten province 
 
"Here in this puskesmas, the number of patients is very high...the one that I met 
on Wednesday originally came down on Monday...ha-ha-ha... there are not 
enough seats in the waiting room for all the patients." 
- Midwife, Central Jakarta, Banten province 
 
 Another recurring theme associated with quality of care was the lack of health 
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facility accreditation. This was an on-going challenge both for puskesmas and hospitals: 
 
"CEmOC should be provided in all hospitals, however, there are a lot of hospitals 
that are not ready for CEmOC."  
- Government representative, Banten province 
 
"The cost associated with health facility accreditation is very high... you need to 
hire a consultant and a team to identify the issues... then you need a lot of 
resources to fix all the issues so you can be accredited... most puskesmas don't 
have the money to be accredited." 
- Government representative, Tangerang, Banten province 
 
 Unfortunately, the accreditation process to ensure that health facilities meet the 
appropriate quality standards have not been fully implemented and enforced in Indonesia 
and affects the delivery of health services both in urban and rural areas: 
 
"The certification process has not been operational. There are some hospitals that 
have ISO 2000 [fulfill international standards for quality management system], 
some don't have basic accreditation. Here in Jakarta, there are a lot of hospitals 
that have expired accreditation, only a few have renewed accreditation...If this is 
the situation in Jakarta, can you imagine what is happening in the other 
provinces?" 
- Academician, Jakarta 
 
"Quality control is mandated by the MOH, especially when it relates to 
regulations associated with standard medical care. The standards for medical 
care have not been finalized yet. There are a lot of quality control mechanisms, 
accreditation, standards of care... [Indonesia] needs an agenda to improve 
quality of care. You can increase access, but without quality of care, you cannot 
improve health status." 
- Academician, Jakarta 
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Facilitator: Programmatic 
 
 Analysis of the qualitative data mostly revealed a series of maternal health care 
barriers faced by poor women. Fortunately, a few themes that facilitated and promoted 
maternal health services among the poor were also identified from the various respondent 
interviews. Facilitators of maternal health care services were programmatic in nature and 
focused on improving maternal health programs or access to maternal health services 
among poor women. 
 
One of the key recurring themes was the ease of Jampersal registration. From 
the perspective of key informants, most praised the Jampersal program for the focus on 
maternal health services, but also the relatively easy requirements for beneficiaries to 
access the benefits of Jampersal: 
 
"The Jampersal program was not complicated... all you needed was a copy of 
your KIA [maternal and child health card]." 
- Government representative, North Jakarta, Jakarta province 
 
"The benefit is that everyone is entitled to the Jampersal program... the 
requirements are not a burden to the community.... if you don't have a KTP, you 
can use a temporary KTP or temporary KK... it was so much easier during the 
Jampersal era." 
- Midwife, Pandeglang, Banten province 
 
 The Jampersal program was advantageous in that pregnant women did not have 
to register for health insurance membership and obtain an actual health insurance card. If 
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a pregnant woman did not have membership to any health insurance program, she could 
take advantage of the Jampersal program just by showing their government identification 
card during point of care. Although the ease of Jampersal registration was a theme 
commonly touted as a success among key informants for maternal health programming in 
Indonesia, the inability for some poor women to generate the proper government 
identification shows the challenges and limitations of the Jampersal program among the 
poor.  
 
 Finally, it was also noted that innovative community-based programs can 
contribute to improvements maternal health services among poor women. Several 
community-based programs were identified in Banten province and involved partnership 
between traditional birth attendants and skilled birth attendants, maternity waiting homes, 
and specialized classes for pregnant women: 
 
"Partnership between midwives and dukuns is important... dukuns are educated 
about pregnancy complications and encouraged to work with midwives when 
there are pregnancy-related danger signs." 
- Government representative, Banten province 
 
"We have a maternal "waiting home" close to the puskesmas in Cikesik. The 
Cikesik puskesmas is far from villages, so it made sense to put it there... For 
pregnant women who live far from the puskesmas, they will stay in the "waiting 
home" a few days before their delivery date." 
- Government representative, Pandeglang, Banten province 
 
"We also have the "pregnant women class" which is a small gathering of 
pregnant women in a village led by a midwife. The curriculum covers antenatal 
care, delivery, and neonatal care." 
- Government representative, Pandeglang, Banten province 
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 Although key informants responded with great pride in these innovative 
community-based programs, it was unclear whether these interventions improved 
maternal health outcomes in these communities as no evaluations have been performed to 
study the effect and impact of these community-based programs. 
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CHAPTER 4: DISCUSSION 
 
Overview 
  
The goal of this dissertation was to evaluate how pro-poor health insurance 
programs in Indonesia have improved health facility delivery (HFD) and skilled birth 
delivery (SBD) among poor women. A mixed-methods study design, involving 
secondary analysis of IDHS data from 2007 and 2012 and qualitative data collection and 
analysis, was used to analyze the effects and describe the challenges of recent health 
insurance programs on maternal health services among poor women in Indonesia. Key 
results are presented in the context of the broader literature to discuss implications of the 
research findings and generate policy recommendations for successful pro-poor health 
insurance implementation and maternal health programming in Indonesia. 
 
The Importance of Health Insurance and Key Determinants of Ownership 
 
One of the main objectives of health insurance is to provide protection against 
financial risk by allowing individuals to replace the uncertainty of a large financial cost 
associated with an illness with the certainty of making small regular payments (Comfort 
et al., 2014; Cutler & Zeckhauser, 2011). In some cases, these regular payments are 
partially subsidized or provided for free to low-income individuals by the government or 
donor agency. Health insurance is a financial mechanism that allows individuals to 
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protect themselves against the financial cost of illness by pooling risks with others in the 
population (Cutler & Zeckhauser, 2011). Another key objective of health insurance is to 
increase access to and the quality of health services to key populations of interest, such as 
the poor. Existing studies have shown that the poor are more likely to get sick and less 
likely to access health services which result in higher mortality rates (Falkingham, 
Akkazieva, & Baschieri, 2010; Perkins et al., 2009; Thabrany, 2015; Ziraba, Mills, 
Madise, Saliku, & Fotso, 2009). High out-of-pocket payment for care was identified as a 
key reason for health challenges experienced by the poor. To address these health 
disparities, social health protections systems – such as Public Health Insurance (PHI) 
programs – have been implemented to provide access to quality health care services for 
the poor.  PHI programs are often financed through general tax revenue and targeted at 
specific populations, such as low-income individuals (i.e., Jamkesmas and Jamkesda) and 
pregnant women (i.e., Jampersal).  
The results of this analysis show that close to two-thirds (63.0%) of women in 
Indonesia were not covered by any health insurance schemes in 2012. Among the poor, 
only one-quarter (25.4%) of poor women were covered by Jamkesmas health insurance. 
Surprisingly, a large proportion (51.7%) of non-poor women were also covered by 
Jamkesmas. These findings are similar to the results reported by the World Bank in 2010 
in which 34.6% of poor households were covered by Jamkesmas and 52.4% of 
Jamkesmas beneficiaries were non-poor (World Bank, 2013). The difference in the 
Jamkesmas coverage rate between the dissertation and findings from the World Bank is 
most likely a result of the different dataset and analytic approaches between the two 
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studies. The World Bank Jamkesmas case study used the Indonesian National Economic 
Survey from 2010 which calculates wealth index using household consumption 
expenditure data, whereas, the IDHS 2012 calculates wealth index based on household 
assets. The different methodology used to calculate wealth index will result in slightly 
different definitions of poor and non-poor. In addition, the dissertation results looked 
specifically at Jamkesmas health insurance coverage among poor women whereas the 
World Bank report looked at poor households.  
Several background characteristics predict the likelihood of women having 
Jamkesmas health insurance coverage. As one would expect with a social protection 
program, unmarried women, women with lower educational attainment, those that are 
poor, the very young and old, and women living in provinces with high Jamkesmas 
coverage had higher odds of being covered by Jamkesmas health insurance.  
As this dissertation assessed PHI programs targeting poor women in Indonesia, 
the results from identifying the key predictors of Jamkesmas membership was compared 
to the findings from the literature, which have mostly focused on factors associated with 
general health insurance membership among women in LMI countries. Due to the 
difference between general health insurance schemes and social protection programs such 
as PHI, it was expected that the main determinants of Jamkesmas ownership would be 
different from general health insurance membership.   
Previous studies in LMI countries have shown that being married, as opposed to 
never being married, is typically significantly associated with having health insurance 
(Boateng & Awunyor-Vitor, 2013; Kimani et al., 2014; Kirigia et al., 2005). This is most 
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likely a result of a partner having insurance coverage from an employer or the potential 
benefit of a dual income household, which provides women with more opportunities for 
purchasing health insurance. The opposite was observed in Indonesia; women who had 
never been married had higher odds of having Jamkesmas coverage compared to married 
women. This could be a result of the limited economic opportunities for women who had 
never been married, thus making them more likely to be enrolled in pro-poor health 
insurance schemes such as Jamkesmas.  
Similar studies have indicated that education can be a key determinant of health 
insurance ownership; women with higher educational attainment were more likely to 
have health insurance compared to women with no (or little) education (Boateng & 
Awunyor-Vitor, 2013; Dong, Kouyate, Cairns, Mugisha, & Sauerborn, 2003; Govender 
et al., 2013; Kimani et al., 2014). Education can lead to improved economic opportunities 
which may facilitate access to health insurance. The opposite was observed in Indonesia 
where less educated women had higher odds of having Jamkesmas membership. This 
suggests that the Jamkesmas program was working as intended by enrolling poor women 
who often have low educational attainment.   
Studies have also shown that household wealth is a key determinant of health 
insurance ownership (Kimani et al., 2014; Kirigia et al., 2005; Kumi-Kyereme & Amo-
Adjei, 2013; Sarpong et al., 2010). Individuals in wealthier households have the financial 
means to purchase health insurance or have jobs where health insurance is provided by 
employees. Again, the reverse was seen in this dissertation where results indicate that 
women in poorer households had higher odds of having Jamkesmas coverage.  
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Age was another key determinant of health insurance membership demonstrated 
from studies which showed that health insurance ownership tends to rise with an increase 
in age (Kimani et al., 2014; Kirigia et al., 2005; Liu & Chen, 2002; Richardson, Roberts, 
Sava, Menon, & McKee, 2012). One possible explanation for this is that financial 
security and the need for health care services increase with age, which in turn increases 
the opportunity to buy health insurance. In this dissertation, youths and older adults had 
higher odds of being enrolled in Jamkesmas. This could be a result of the limited 
economic opportunities for the very young and very old, thus making them more likely to 
be enrolled in pro-poor health insurance schemes such as Jamkesmas. 
Finally, the results from this dissertation highlight the importance of location in 
determining whether women were more likely to be enrolled in Jamkesmas health 
insurance. Women living in provinces with higher coverage of Jamkesmas had higher 
odds of being enrolled in Jamkesmas. Location plays an important role in health 
insurance access and in a decentralized country like Indonesia, implementation of 
Jamkesmas is dependent on local governments allocating resources and political will to 
ensure the success of pro-poor health insurance programs. The importance of local 
government commitment was a major theme identified from the various qualitative 
interviews; several key informants stated that local government commitment was 
essential in increasing health insurance access for the poor.  
The results from this dissertation show the overall success of the Jamkesmas 
program in enrolling the intended beneficiaries. As a PHI program targeting the poor and 
near poor, the determinants of Jamkesmas membership are in alignment with key 
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characteristics of this vulnerable group. It should not be surprising that women who were 
poor, had never been married, had low educational attainment, were very young or old, 
and live in provinces with higher Jamkesmas coverage were more likely to be enrolled in 
Jamkesmas health insurance.  
Although the determinants of Jamkesmas health insurance membership are in 
alignment with the characteristics of the target population, the results also showed high 
levels of miss-targeting within Jamkesmas – women in the middle (19.0%), fourth 
(19.4%), and highest (8.6%) wealth quintiles were also shown to have Jamkesmas 
coverage. Among the Jamkesmas beneficiaries in 2012, half (51.7%) were non-poor. The 
results of the qualitative interviews support this finding in which several key informants 
highlighted misidentification of the poor as a key barrier to the successful 
implementation of the Jamkesmas program. Findings from the World Bank Jamkesmas 
case study also generated evidence that suggests leakages to non-eligible beneficiaries 
were significant – half (52.4%) of all Jamkesmas beneficiaries were non-poor (World 
Bank, 2013). In order to ensure that the poor can take advantage of the benefits provided 
by Jamkesmas (or other pro-poor health insurance programs) and ensure cost-
containment by minimizing leakage to non-eligible beneficiaries, significant efforts must 
be made by the Government of Indonesia to ensure that pro-poor health insurance 
programs accurately target and register the poor.  
The Jamkesmas enrollment process was based on the Proxy Means Testing 
(PMT) approach, a method commonly used to identify the poor based on a census that 
predicts wealth through household assets and other proxy indicators. PMT is based on a 
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two key components: (1) identifying households to include in the registry and (2) ranking 
household wealth based on proxy indicators. A recent study from Indonesia has shown 
that improving initial household registration, as opposed to the ranking component, 
results in large gains in the targeting accuracy of the PMT approach (Bah, Bazzi, 
Sumarto, & Tobias, 2015). Since a full population census is cost-prohibitive, an 
alternative option would be to identify the poorest areas of the country and survey all the 
households in these geographic areas (Bah et al., 2015). The inclusion of as many poor 
households in the PMT approach will improve coverage of pro-poor health insurance to 
the poor and minimize leakage to the non-poor. 
Beyond the PMT approach, alternative targeting strategies for the poor include 
community-based targeting (CBT) or self-selection (SS). In a CBT approach, a village 
ranks everyone from richest to poorest and local leaders or community representatives 
select beneficiaries to the pro-poor program of interest. Examples of CBT include the 
Food for Education program in Bangladesh and the Economic Support Safety Net in 
Albania (Alderman, 2002; Galasso & Ravallion, 2005). In an SS approach, interested 
individuals self-select to receive benefits. The India National Rural Employment 
Guarantee Act is an example of the SS approach where aid is provided in exchange for 
manual labor (Alatas et al., 2014). Recent pro-poor targeting experiments in Indonesia 
compared the PMT approach to alternative strategies such as CBT and SS (Alatas et al., 
2014; Alatas, Banerjee, Hanna, Olken, & Tobias, 2012). In the study comparing PMT to 
CBT, it was shown that CBT increased miss-targeting by 10% but was able to identify 
the very poor just as effectively as PMT (Alatas et al., 2012). Also, CBT showed higher 
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community satisfaction and greater legitimacy compared to PMT with 60% fewer 
complaints (Alatas et al., 2012). In the second targeting experiment in Indonesia, results 
showed that the very poor were two-times more likely to receive benefits from SS 
compared to the PMT approach (Alatas et al., 2014). Before the implementation of a new 
targeting strategy is considered for pro-poor health insurance schemes in Indonesia, 
further research is needed to assess the cost and effectiveness of different targeting 
approaches.  
 
Effects of Health Insurance on Maternal Health  
 
The results of the trend analysis showed that among women of reproductive age 
(15–49) in Indonesia, there was a statistically significant increase in HFD from 48.8% 
(95%CI: 47.1% – 50.5%) in 2007 to 64.9% (95%CI: 63.3 % – 66.6%) in 2012, while 
SBD increased significantly from 74.9% (95%CI: 73.5% – 76.4%) in 2007 to 84.8% 
(95%CI: 83.6% – 85.9%) in 2012. Although non-poor women had higher proportions of 
HFD and SBD compared to poor women in both 2007 and 2012, the difference-in-
differences estimate show that the percentage point increase in both HFD and SBD was 
much higher among poor women compared to non-poor women five years after 
implementation of the various PHI programs – a net difference of 7.5 percentage points 
for HFD and 8.4 percentage points for SBD (Figure 6). The higher rate of HFD and SBD 
among the poor suggests that PHI programs that target the poor may contribute to the 
increase in HFD and SBD seen among poor women in Indonesia from 2007 and 2012. 
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Figure 6. Change in health facility delivery and skilled birth delivery among poor and non-
poor women in Indonesia from 2007 to 2012 
  
 The results of the PSM analysis were also able to provide evidence for the 
positive effect of health insurance membership on key maternal health services such as 
HFD and SBD. Specific to the Jamkesmas program, results show the positive association 
between health insurance membership and increased use of HFD and SBD. Controlling 
for all confounding variables, poor women with Jamkesmas were 21% (OR=1.21 [1.05–
1.39]) more likely to have HFD and 20% (OR=1.20 [1.03–1.39]) more likely to have 
SBD compared to poor women without Jamkesmas health insurance.  
 
Health Insurance and the Effect on Maternal Mortality 
In theory, the increase in use (as measured by the proxy indicator of HFD) and 
quality (as measured by the proxy indicator of SBD) of maternal health services should 
contribute to the reduction of maternal mortality in Indonesia. Although analysis did not 
evaluate the direct effect of health insurance on MMR, the “pathways for effect” 
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framework developed by Comfort et al. suggest that both use and quality of maternal 
health services are critical pathways necessary to reduce the distal effects of maternal 
mortality (Comfort et al., 2014).  
Only a few studies have evaluated the effects of health insurance on maternal 
mortality and the evidence suggests that health insurance ownership can have an effect in 
reducing MMR (Chen & Jin, 2012; Huntington, Banzon, & Recidoro, 2012; Lu et al., 
2012). A study in the Philippines evaluating the national PhilHealth insurance program 
showed that MMR decreased from 254 maternal deaths per 100,000 live births in 2006 to 
an MMR of 114 in 2009 (Huntington et al., 2012). Similarly, a study in Rwanda showed 
that MMR decreased from 1,071 maternal deaths per 100,000 live births to 540 during 
implementation with the scale-up of the Mutulles de Sante community-based health 
insurance program from 2000 to 2008 (Lu et al., 2012). However, a study from China did 
not find a detectable difference in pregnancy-related deaths among women with the New 
Cooperative Medical Scheme compared to women without health insurance (Chen & Jin, 
2012). As the study looked at a series of educational and health outcomes, the lack of a 
statistically significant difference in pregnancy-related deaths from the study in China is 
most likely because the study was not powered to detect such effects.  
The challenge in attempting to rigorously evaluate the relationship between health 
insurance ownership and MMR is that maternal deaths are a relatively rare event and 
large sample sizes are required to power studies that can detect statistically significant 
differences between groups of uninsured and insured individuals. As a result, most 
studies do not conduct evaluations with a focus on MMR as the primary outcome of 
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interest. Therefore, the current evidence-base for the relationship between health 
insurance ownership and maternal mortality is suggestive of the beneficial effect of 
health insurance on MMR. 
 
Health Insurance and the Effects on HFD and SBD 
In contrast to the limited evidence that suggest that health insurance ownership 
can reduce MMR, there is consistent evidence across different countries and types of 
health insurance programs that health insurance ownership is positively correlated with 
maternal health services such as HFD and SBD (Table 19).  
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Table 19. Summary of health insurance effect on HFD and SBD in LMI countries 
Country Scheme / Type Outcome in 
Uninsured 
Group 
Outcome in 
Insured Group 
Study 
China • Cooperative 
Medical Scheme 
(CMS) / PHI 
(mandatory) 
• Insurance for 
government 
employees / SHI 
(mandatory) 
• Insurance for 
laborers / PHI & 
CBHI (voluntary) 
HFD = 40% 
SBD = 46% 
HFD 
• 47 percentage points 
higher probability for 
CMS (p<0.0001) 
• 49 percentage points 
higher probability for 
government or 
employer insurance 
(p<0.0001) 
SBD 
• 45 percentage points 
higher probability for 
CMS (p<0.0001) 
• 54 percentage points 
higher probability for 
government or 
employer insurance 
(p<0.0001) 
(Bogg, Wang, & 
Diwan, 2002) 
 
Colombia Universal health 
insurance scheme / 
PHI (mandatory) 
HFD = 81% 
SBD = 81% 
HFD = 7 percentage 
points higher probability 
(p<0.01) 
SBD = 7 percentage 
points higher probability 
(p<0.01) 
(Giedion et al., 
2010) 
Ghana National health 
insurance scheme / 
NHIS (mandatory) 
HFD = 53% 
SBD = 47% 
HFD = 17 percentage 
points higher probability 
(p<0.01) 
SBD = 15 percentage 
points higher probability 
(p<0.05) 
(Schmidt, 
Mensah, & 
Oppong, 2009) 
India: 
Tamil 
Nadu 
ACCORD-AMS-
ASHWINI (AAA) / 
CBHI (voluntary) 
HFD = 45% HFD = 45 percentage 
points higher probability 
(p<0.01) 
 
(Devadasan et 
al., 2010) 
Peru Seguro Integral de 
Salud / PHI 
(voluntary) 
HFD = n/a HFD = 2.0 times higher 
odds (p<0.05) 
(McQuestion & 
Velasquez, 
2006) 
Rwanda Mutuelles de Sante / 
CBHI (voluntary) 
HFD = n/a 
SBD = n/a 
HFD = 1.6 times higher 
odds (p<0.0001) 
SBD = 2.3 times higher 
(Sekabaraga, 
Diop, & Soucat, 
2011) 
 
 92 
odds (p<0.0001) (Lu et al., 2012) 
Indonesia Jamkesmas / PHI 
(voluntary) 
HFD = 35% 
SBD = 66% 
Note: among 
poor women 
HFD = 1.2 times higher 
odds (p<0.01) 
SBD = 1.2 times higher 
odds (p<0.05) 
[Results from 
this dissertation] 
SHI = Social Health Insurance; NHI = National Health Insurance; PHI = Public Health 
Insurance; CBHI = Community Based Health Insurance 
 
Studies that used rigorous analytic approaches, such as PSM (Lu et al., 2012; 
Schmidt et al., 2009) and Instrumental Variable (IV) (Giedion et al., 2010) that control 
for endogenous insurance enrollment and differences in insurance availability by 
geographic area, provide convincing evidence for the positive effect of health insurance 
on increasing access to HFD and SBD. These findings align with economic theory that 
predicts that insurance coverage reduces the cost of healthcare expenditure to the 
consumer, thus resulting in higher use of health care services (Zweifel, 2001).  
Quantitative results generated from this dissertation contribute to the global 
evidence base and show that the recent PHI programs in Indonesia targeted to the poor 
and the near-poor have been able to increase access to key maternal health services such 
as HFD and SBD. Despite the statistically significant results of this analysis, the effect 
size for the association between health insurance and both HFD and SBD is modest 
(OR=1.21 and OR=1.20, respectively) in comparison to the results generated by other 
studies from LMI countries (Table 17). For example, women who had the Seguro 
Integral de Salud health insurance in Peru were twice as likely (OR=2.0) to have HFD 
compared to women without health insurance (McQuestion & Velasquez, 2006). In 
Rwanda, women who had Mutuelles de Sante health insurance were 60% more likely 
(OR=1.6) to have HFD and twice as likely (OR=2.3) to have SBD compared to women 
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without health insurance (Lu et al., 2012; Sekabaraga et al., 2011). The qualitative 
interviews from this dissertation provided contextual information that offers an 
explanation to some of the reasons behind the modest effect of Jamkesmas health 
insurance on HFD and SBD, including socio-cultural, accessibility, and quality of care 
factors. The concern with the modest effect size observed in this analysis is that poor 
women who have Jamkesmas may not be using their health insurance to have HFD and 
SBD at rates high enough to impact overall national MMR. Jamkesmas health insurance 
may be able to improve access to key maternal health services among the poor. 
Unfortunately, health insurance is not the silver bullet that will address Indonesia’s high 
MMR. Instead, an integrated health systems approach that addresses the key contextual 
factors of maternal health will be required to reduce MMR in Indonesia.  
 
Contextual Factors Affecting Maternal Health 
  
Analysis of qualitative data revealed key maternal health barriers associated with 
socio-cultural, accessibility, and quality of care factors. 
 
Socio-Cultural Consideration 
Several key themes associated with socio-cultural consideration were identified 
from interviews with poor women, midwives and key stakeholders, including the 
preference to deliver at the parental village, use of traditional birth attendants (TBA), the 
fatalistic point of view, and family-based health care decision making. These findings are 
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similar to the results found in past qualitative studies conducted in Indonesia (Agus & 
Horiuchi, 2012; Belton, Myers, & Ngana, 2014; Bryant et al., 2012; Titaley, Hunter, 
Dibley, & Heywood, 2010). In Western Java, one of the main reasons that women used 
TBAs was the issue of trust – being part of the community, speaking the local language, 
and sharing the same culture meant that TBAs have developed the trust among women in 
the community (Titaley et al., 2010).  Also, the long-standing tradition of using TBAs by 
family members in the community meant the pregnant women were often told and 
encouraged by their mothers, older sisters, and close relatives to use a TBA during the 
delivery of their baby (Agus & Horiuchi, 2012). Fatalism was also described as a key 
theme in an ethnographic study in eastern Indonesia where death was a natural risk 
associated with delivery – community members believed that they had little control over 
whether women survived their pregnancy, it was God’s way and that no-one was at fault 
(Belton et al., 2014).  
In order to strengthen maternal health programs in Indonesia, careful planning 
that takes into account socio-cultural factors is important. The continued reliance of 
TBAs in some communities means that TBAs still have a role in improving the maternal 
health situation in Indonesia – either as direct health providers, referral agents to higher 
levels of care, or community health promoters. In addition, health promotion strategies 
are important in increasing community awareness about the pregnancy-related risks and 
the importance of skilled birth attendants and health facility deliveries. Such health 
promotion strategies can be delivered through public health campaigns, TBAs, or other 
community health promoters. 
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Accessibility 
Accessibility was another key barrier identified which included issues such as 
distance to health facility, poor referral systems, and non-facility based expenditures. 
Previous studies have shown that proximity to heath facilities is a major factor for 
pregnant women in selecting delivery services (Newland, 2002; Onah, Ikeako, & 
Iloabachie, 2006; Thaddeus & Maine, 1994; Titaley et al., 2010). Issues such as lack of 
transportation options and poor transportation infrastructure can result in increased costs 
of health care visits. For families in poor households with limited financial means, the 
problem of distance can be a key reason to use TBAs within the community (Newland, 
2002; Titaley et al., 2010). The issue of distance was observed in the qualitative 
interviews as several women in Banten province decided to deliver at home as the 
puskesmas was too far for them. Also, non-facility health expenditure affected the 
accessibility of women to deliver in health facilities. A World Bank study of the 
Jampersal program noted that families still had to pay out-of-pocket costs for referral 
transport and other costs associated with hospital stay, even though the cost of delivering 
in a health facility was free for women who had Jampersal (Achadi et al., 2014). With 
the challenges of traveling to health facilities that are far away from the communities’ 
that pregnant women live in, paying for transportation fees and family member hospital 
stay becomes a barrier to accessing care that is unaffordable for the poor. Health 
insurance programs should encourage women to travel to health facilities by providing 
coverage for referral transport and hospital stay, especially for households with limited 
financial means. For example, micro-health insurance programs in Nepal and Jordan have 
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benefits that include reimbursement for health facility transportation and per diems to 
offset hospital-related expenditure and the cost of lost wages (Churchill, Dalal, & Ling, 
2012; Srivastava, Majumdar, & Singh, 2010) 
In addition, the qualitative findings identified challenges in registering for pro-
poor health insurance, which in turn can prevent access to maternal health services for 
poor women. The Jamkesmas health insurance (and the new JKN program) is free for the 
poor, however, registering for pro-poor health insurance requires the individual to have 
key government identification cards and documents, including the Kartu Tanda 
Penduduk (KTP) [local identity card], Kartu Keluarga (KK) [government family card], 
and Surat Keterangan Tidak Mampu/Miskin [certificate of financial incapability / poor]. 
Communities need to better disseminate the process of signing up for pro-poor health 
insurance and the process of obtaining government identification cards. Moreover, local 
governments also need to publicize and ensure community awareness of the individual 
process to develop the necessary government identification and documents required for 
pro-poor health insurance membership. If processing fees are required for these official 
documents and identification cards, waivers will need to be in place for those unable to 
afford those fees.   
 
Quality of Care 
Quality of care was identified as a key barrier to maternal health care in 
Indonesia, with issues involving a shortage of qualified health providers, overcrowded 
health facilities, and lack of health facility accreditation. Statements by government 
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representatives highlighted the very real shortage of skilled birth attendants (SBA) in 
Banten province. This finding is in agreement with those of the World Bank, which 
identified a serious human resource gap in Indonesia (World Bank, 2010). The unequal 
distribution of experienced midwives and specialists (i.e., OB/GYNs) means that rural 
and remote areas do not have adequate numbers of health care providers to provide high-
quality maternal health services (World Bank, 2010).  
In addition to not having enough SBAs, the variability in clinical competence 
warrants additional attention. According to WHO, a skilled birth attendant should be 
proficient in “the skills needed to manage normal (uncomplicated) pregnancies, childbirth 
and the immediate postnatal period, and in the identification, management and referral of 
complications in women and newborns” (WHO, 2004). SBAs in LMI countries may not 
be fully competent in providing standard of care; in Benin, Nicaragua, Jamaica, and 
Rwanda, an average of 56% of SBAs scored the knowledge questions correctly and only 
48% had demonstrated the correct skills (Harvey et al., 2007). This dissertation 
highlighted concerns from key informants about the competence of newly trained 
midwives and their ability to handle obstetric emergencies. This result is similar to the 
findings reported by the National Academies of Sciences (NAS) in which the quality of 
training that midwives received was insufficient to produce competent SBAs in 
Indonesia. Approximately 28–52% of midwives were unable to identify the presenting 
part of the fetus, estimate fetal weight, actively manage the third stage of labor, measure 
blood pressure, and provide clean and safe delivery care (National Research Council 
[U.S.] Policy and Global Affairs, 2013).  
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Another important component of quality of care is the accreditation of health 
facilities to ensure that hospitals and community health centers meet the national 
standards of care and have the necessary staff, medical equipment, supplies, and 
medication. Several key informants noted that the accreditation process has not been fully 
implemented and enforced in Indonesia. A recent health facility survey conducted by the 
MOH supports this observation. The Indonesian government requires at least four 
BEmOC facilities in each district, unfortunately, only 61% of districts in 2011 met the 
minimal number of BEmOC facilities that are required by the MOH (MOH, 2012). 
Slightly over one-fourth (28%) of these BEmOC facilities did not operate 24hrs a day 
and less than half (45%) met the personnel requirements. More concerning is the fact that 
only 12% of BEmOC facilities had the necessary medical equipment and only 3% had 
the required medications (MOH, 2012).  
These results suggest that demand-side interventions alone (e.g. health insurance 
schemes) are unlikely to have a major impact on national maternal mortality. They point 
to the need for concrete measures that address supply-side issues such as limited 
availability of qualified SBAs and accredited health facilities. 
 
Study Limitations 
 
This dissertation used a mixed-methods study design that integrated findings from 
both quantitative and qualitative research approaches. In the first component of the 
dissertation, the quantitative approach utilized nationally representative household 
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surveys as the dataset for secondary analysis. PSM was employed to rigorously evaluate 
the association of health insurance membership and the primary outcomes of interest. To 
augment the findings from the quantitative analysis, the second component of this 
dissertation analyzed qualitative interviews among beneficiaries and key informants to 
better understand the contextual factors associated with health insurance experience and 
maternal health issues among poor women. A mixed-methods study design allows 
triangulation of different types of data sources improving the generalizability of the 
results and producing a better understanding of the situation in order to generate relevant 
recommendations.  
Despite the strengths of the mixed-methods study design, several limitations in 
this dissertation are important to note. The increase in HFD and SBD from 2007 to 2012 
cannot be fully attributable to the PHI schemes. The DiD estimate for improvements in 
HFD and SBD between poor and non-poor from 2007 to 2012 should be considered 
exploratory because this crude analysis did not control for the exposure to health 
insurance membership. Health insurance membership was not collected in the IDHS 
2007 which prevented the rigorous evaluation of health insurance exposure on key 
outcomes of interest over time. The DiD estimate indicates that the higher rates of 
increase in HFD and SBD among poor women suggest the possible positive effect of the 
various PHI schemes (Jamkesmas, Jamkesda, Jampersal) among the poor. These data, 
while limited on its own, provide useful information in combination with other data 
analyzed as part of this dissertation. 
In addition, the PSM analysis to measure the effect of the Jamkesmas health 
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insurance on HFD and SBD was cross-sectional and therefore can demonstrate an 
association between the key variables of interest but not causality. Furthermore, the 
exposure variable (i.e., having Jamkesmas health insurance) was measured in 2012 
whereas the primary outcome of interest (i.e., HFD and SBD) was collected from any live 
births in the preceding five years (any time between 2008–2012). The quantitative 
analysis assumes that if a woman had health insurance in 2012, they also had health 
insurance during the live birth in the preceding years. For example, a poor woman may 
have Jamkesmas health insurance in 2012 but did not have health insurance when she 
delivered her baby in 2010. In this scenario, the baby was technically delivered without 
having health insurance; however, the analysis would report that this baby was delivered 
with health insurance (because the mother had health insurance in 2012). The opposite 
scenario is also possible – a pregnant woman may not have Jamkesmas in 2012 but had 
Jamkesmas membership when she delivered her baby in 2010. In this case, the baby was 
technically delivered with health insurance; however, the analysis would report that this 
baby was delivered without health insurance (because the mother did not have health 
insurance in 2012).  The issue of timing between the exposure and outcome variable 
could distort the true effect of health insurance on HFD and SBD. With the launch of 
Jamkesmas in 2008, women are more likely to have Jamkesmas coverage in 2012 
compared to the early years of Jamkesmas implementation. Therefore, women are much 
more likely to have delivered their baby without health insurance during the five years 
preceding the 2012 IDHS resulting in potential over-estimate of current results.  
Finally, the generalizability of the qualitative data is another limitation of this 
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dissertation. As qualitative interviews were conducted in two provinces in western Java 
with a small number of respondents purposively selected, the results from the qualitative 
component can only be generalizable to similar settings and may have limited 
transferability. Different contextual factors may be observed if respondents were 
recruited from different parts of the country (i.e., more remote provinces in eastern 
Indonesia), however, due to time and budgetary constraints, this was not possible. 
Instead, the dissertation addressed this limitation by including key informants from the 
Ministry of Health and academic experts to more broadly capture the contextual factors 
experienced throughout the country. In conjunction with the quantitative results of the 
secondary analysis of IDHS data, the findings from this dissertation should provide 
useful recommendations for the Government of Indonesia. 
 
Conclusion 
 
The Republic of Indonesia has made impressive strides in improving the overall 
health of the nation over the last few decades. However, maternal health remains an 
important public health challenge. In 2013, Indonesia had lower rates of under-five, 
infant, and neonatal mortality compared to the WHO SEAR average, however, MMR 
was higher in Indonesia (190 deaths per 100,000 live births) compared to the SEAR 
average (137 deaths per 100,000 live births). In fact, data from the latest Indonesian 
Demographic and Health Survey (IDHS) showed an increase in MMR from 228 to 359 
deaths per 100,000 live births from 2007 to 2012 (BPS et al., 2012).  
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As part of Indonesia’s strategy to achieve the goal of Universal Health Coverage 
(UHC), large investments have been made to increase health access for the poor. These 
have resulted in the implementation of various public health insurance (PHI) schemes, 
including Jamkesmas, the largest health insurance program in Indonesia in 2012, targeted 
towards the poor and near-poor. In the backdrop of Indonesia’s aspiration to reach UHC 
is the high rate of maternal mortality that disproportionally affects poor women. With the 
implementation of various pro-poor health insurance programs in Indonesia, there is 
limited understanding of how these programs impact maternal health services among the 
poor. 
Secondary analysis of IDHS data suggests that health insurance programs that 
target the poor may contribute to the increase in HFD and SBD seen among poor women 
in Indonesia. Specific to the Jamkesmas program, the results show the positive 
association between health insurance membership and increased use of HFD and SBD. 
Poor women with Jamkesmas were 21% (OR=1.21 [1.05–1.39]) more likely to have HFD 
and 20% (OR=1.20 [1.03–1.39]) more likely to have SBD compared to poor women 
without Jamkesmas health insurance. The modest effect size observed in this analysis 
indicates that poor women who have Jamkesmas may not be accessing HFD and SBD at 
rates high enough to impact overall national MMR.  
The qualitative interviews provide some explanation for the modest effect of 
Jamkesmas health insurance on HFD and SBD.  Several key themes associated with 
socio-cultural consideration were identified, including the preference for pregnant 
women to deliver in their parents’ village and the use of traditional birth attendants 
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(TBA). Accessibility was another key theme observed with issues such as distance to 
health facilities and the poor referral systems between community health centers and 
hospitals. Finally, quality of care was a recurring theme that highlighted the supply-side 
constraints in the Indonesian health system with issues involving a shortage of qualified 
health providers, overcrowded health facilities, and lack of health facility accreditation. 
Pro-poor health insurance schemes will not be the silver bullet that will address 
Indonesia’s high MMR. Health insurance for the poor will increase access to HFD and 
SBD, critical interventions that can help reduce maternal mortality. However, to make a 
meaningful reduction in MMR, HFD and SBD interventions must meet the required 
quality of care standards. For example, health facilities must have the necessary medical 
supplies, equipment, and staff members. Also, skilled birth attendants must have the 
appropriate skills and competencies to deal with obstetric emergencies. In the causal 
chain of event to reduce maternal mortality, health insurance is a key component that 
encourages women to deliver their babies at health facilities or with the aid of skilled 
birth attendants. However, health facilities must be fully equipped and health providers 
sufficiently trained in order to save the life of a woman in the event of an obstetric 
emergency.  
Health insurance for the poor is an important intervention that may be able to help 
address some of the maternal health challenges in Indonesia, however, this intervention is 
insufficient on its own as there are key barriers to maternal health services. To make 
meaningful reductions in maternal mortality, the Government of Indonesia will not only 
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need to improve access to maternal health services, but as equally important, the quality 
of maternal health care across the country.  
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CHAPTER 5: RECOMMENDATIONS 
 
In order to make meaningful reductions in maternal mortality in Indonesia, the 
following recommendations are hereby proposed for the Government of Indonesia in 
regards to improving pro-poor health insurance and maternal health programming: 
 
1. Provide strong support from multi-sectoral and inter-governmental stakeholders: 
a. Strong buy-in from local governments can increase district and village 
government support and help increase community awareness of pro-poor 
health insurance and maternal health programs in the community. 
b. Multisector involvement will be required to plan and implement long-term 
investment for improving road infrastructure, transportation, and delivery 
of health services in remote areas to improve access to HFD and SBD. 
c. International development organizations should invest in strengthening the 
capacity of local governments to implement, manage and monitor 
maternal health programs in the community. 
d. Civil society organizations should advocate for greater investments in 
health at both national and local government levels and ensure that 
sufficient resources are allocated for maternal health programs.  
2. Improve coverage of health insurance membership among the poor: 
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a. Increase awareness of health insurance among the poor through 
integration with community-based programs and targeted education 
campaigns.  
i. The new JKN program should emphasize the comprehensive 
maternal health benefits of the program, especially to populations 
of the poor and near-poor.  
b. Ensure community awareness of health insurance registration for the poor. 
i. Communities should better disseminate the process of signing up 
for pro-poor health insurance and obtaining government 
identification cards. ANC visits could integrate health insurance 
awareness and registration.  
ii. Local governments need to ensure community awareness for the 
individual process to obtain the necessary government 
identification and documents required for pro-poor health 
insurance membership. If processing fees are required, waivers 
will need to be in place for those unable to afford those fees. 
c. Address non-facility cost. 
i. Families still pay additional out-of-pocket costs for referral of care 
and this is a barrier to accessing care. Pro-poor health insurance 
schemes (including the new JKN) should provide transportation 
costs or accommodation benefits (hospital stay) for family 
members of poor pregnant women that need to be referred to 
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higher levels of care. Out-of-pocket costs for patients could be 
built into the health insurance payment that health facilities receive 
for performing referral-based deliveries.  
3. Improve access and quality of maternal health programs: 
a. Increase awareness of maternal health issues and programs through 
integration with community-based programs and education campaigns. 
i. Socio-cultural barriers prevent pregnant women from accessing 
health facilities and skilled birth attendants. Community-based 
education programs are needed to highlight pregnancy-related risks 
and address community concerns associated with the formal health 
care system.  
b. Improve human resources for health availability and distribution. 
i. Monetary incentives are often not enough and often not available 
for deploying qualified health providers such as experienced 
midwives and OB/GYNs into difficult and hard to reach areas. 
Other incentives such as free housing, children’s education, and 
continuing educational benefits should be considered. 
c. Improve clinical skills and competence of health providers. 
i. The training of midwives and skilled birth attendants (SBA) should 
be strengthened to emphasize recognition of obstetric emergencies.  
ii. Traditional birth attendants (TBA) and SBA should help pregnant 
women design and implement birth plans that include a planned 
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birth at a BEmOC or CEmOC facility and early referral for 
complications.  
d. Implement a functional health facility accreditation system 
i. SBAs will not be able to save lives if essential medical products or 
the equipment and supplies needed for a cesarean section are not 
accessible. HFD should occur in an accredited BEmOC or 
CEmOC facilities that have the necessary medical products, 
equipment, and supplies. 
ii. CEmOC facilities should have the necessary staff and equipment 
to provide emergency obstetric care and the ability to provide these 
services 24 hours a day, seven days a week. 
iii. Health insurance schemes (including the new JKN), should find 
ways to promote accreditation of health facilities. Increased 
reimbursement rates for accredited health facilities may encourage 
health facilities to comply with MOH accreditation requirements. 
e. Increase access to CEmOC facilities 
i. Each certified BEmOC facility should establish clear referral links 
with a corresponding certified CEmOC facility. 
ii. Transportation vouchers should be provided to pregnant women 
who need to be referred to higher levels of care to remove financial 
barriers associated with transportation costs.  
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ANNEX 
 
Annex 1 – Subdivisions of Indonesia 
 
Subdivision level (Indonesian) Subdivision level (English) Number (2012) 
Propinsi Province 34 
Distrik District 442 
Kota Municipality 98 
Kecamatan Sub-district 6,793 
Desa Village 79,075 
Source: (Ministry of Home Affairs, 2012; BPS et al., 2012) 
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Annex 2 – PSM Analysis: Distribution of P-Scores 
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Annex 3 – Questionnaire: Qualitative Component 
Introduction / Verbal Consent 
 
Date       ______________________ 
Time    ______________________ 
Location    ______________________ 
Gender    ______________________ 
Interview #   ______________________ 
 
 
Hello, my name is _____________ and I am working in collaboration with the University of 
Indonesia School of Public Health (UI-FKM) and Boston University School of Public Health 
(BUSPH). We are conducting a qualitative study to better understand how health insurance 
programs may help poor women, especially when they are pregnant. You have been selected to 
participate in this study to discuss your experience as [CHOOSE ONE GROUP]:  
 
1. Poor women in the community  
2. Midwife who has worked closely with poor women in the community 
3. Health manager with experience implementing health insurance or maternal health 
programs 
4. Faculty member with experience in maternal health or health financing in Indonesia 
 
By joining this study, you will be interviewed for approximately one hour. The participation is 
voluntary, you can also choose not to answer any question that you wish. All information will be 
kept confidential.  
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Academic Experts - Maternal Health 
 
"We are interested in how health insurance programs for the poor may influence maternal health 
services as it relates to ANC visits, delivery in health facilities, and deliveries by skilled birth 
attendants. As family planning forms an important component of reproductive and maternal 
health, we would also like to see how these health insurance programs have influenced family 
planning services such as the provision of modern contraceptive methods among poor women." 
 
Questions: 
 
Specific to the JAMKESMAS program, what are some of the strengths and weaknesses in 
addressing family planning and maternal health issues among the poor? (probe: maternal health = 
ANC visits, health facility deliveries, and skilled birth delivery; family planning = provision of 
modern contraceptive) 
 
Specific to the JAMKESDA program, what are some of the strengths and weaknesses in 
addressing family planning and maternal health issues among the poor? (probe: maternal health = 
ANC visits, health facility deliveries, and skilled birth delivery; family planning = provision of 
modern contraceptive) 
 
Specific to the JAMPERSAL program, what are some of the strengths and weaknesses in 
addressing family planning and maternal health issues among the poor? (probe: maternal health = 
ANC visits, health facility deliveries, and skilled birth delivery; family planning = provision of 
modern contraceptive) 
 
Specific to the BPJS program, what are some of the strengths and weaknesses in addressing 
family planning and maternal health issues among the poor? (probe: maternal health = ANC 
visits, health facility deliveries, and skilled birth delivery; family planning = provision of modern 
contraceptive) 
 
DHS data seems to indicate that use of modern contraceptive has been stagnant among women of 
reproductive age over the last few years, why do you think that is the case? 
 
DHS data seems to indicate that women with JAMKESMAS/JAMKESDA/JAMPERSAL have 
very low rates of C-section, why do you think that is the case? 
 
Do you think that providing health insurance coverage (membership) to poor women will 
improve maternal health and family planning services among the poor - why or why not?  
 
If YES, what can be done to increase health insurance coverage (membership) among poor 
women throughout the country? 
If NOT, what would be a more effective strategy to improve maternal health and family planning 
services throughout the country? 
 
Do you have any other comments / thoughts in regards to the topic of social health insurance 
schemes for women that are poor? 
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If we are interviewing poor women, midwives, and government representatives in regards to the 
topic of social health insurance schemes for poor women, what are some of the important issues 
that we should be asking? 
  
 
 114 
Academic Experts - Health Insurance 
 
"We are interested in how health insurance programs for the poor may influence maternal health 
services as it relates to ANC visits, delivery in health facilities, and deliveries by skilled birth 
attendants. As family planning forms an important component of reproductive and maternal 
health, we would also like to see how these health insurance programs have influenced family 
planning services such as the provision of modern contraceptive methods among poor women." 
 
Questions: 
 
Specific to the JAMKESMAS program, what are some of the strengths and weaknesses in 
addressing family planning and maternal health issues among the poor? (probe: maternal health = 
ANC visits, health facility deliveries, and skilled birth delivery; family planning = provision of 
modern contraceptive) 
 
Specific to the JAMKESDA program, what are some of the strengths and weaknesses in 
addressing family planning and maternal health issues among the poor? (probe: maternal health = 
ANC visits, health facility deliveries, and skilled birth delivery; family planning = provision of 
modern contraceptive) 
 
Specific to the JAMPERSAL program, what are some of the strengths and weaknesses in 
addressing family planning and maternal health issues among the poor? (probe: maternal health = 
ANC visits, health facility deliveries, and skilled birth delivery; family planning = provision of 
modern contraceptive) 
 
Specific to the BPJS program, what are some of the strengths and weaknesses in addressing 
family planning and maternal health issues among the poor? (probe: maternal health = ANC 
visits, health facility deliveries, and skilled birth delivery; family planning = provision of modern 
contraceptive) 
 
Have the various health insurance schemes (JAMKESMAS / JAMKESDA / JAMPERSAL / 
BPJS) been successful in increasing health insurance coverage (membership) among poor women 
- why or why not? 
 
Some Districts and Provinces have higher rates of health insurance coverage (membership) 
among poor women compared to other Districts and Provinces? Why do you think is the reason 
behind this and what can be done to address this issue? 
 
There is some data that suggest that there are people that are NOT poor who are registered to 
have JAMKESMAS/JAMKESDA – what do you think explains this issue? 
 
Do you think that providing health insurance coverage (membership) to poor women will 
improve maternal health and family planning services among the poor - why or why not?  
If YES, what can be done to increase health insurance coverage (membership) among poor 
women throughout the country? 
If NOT, what would be a more effective strategy to improve maternal health and family planning 
services throughout the country? 
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Do you have any other comments / thoughts in regards to the topic of social health insurance 
schemes for women that are poor? 
 
If we are interviewing poor women, midwives, and government representatives in regards to the 
topic of social health insurance schemes for poor women, what are some of the important issues 
that we should be asking?  
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Poor Women 
 
I would like you to think back about your last pregnancy – in what year were you last pregnant? 
[note: make sure the response is between 2010–2012] 
 
Have you heard about JAMKESMAS, JAMKESDA, JAMPERSAL? 
 
Did you have health insurance during your last pregnancy? 
 
If YES: 
 
What health insurance scheme did you use? [probe for JAMPERSAL: SKTM, KTP, etc.] 
 
When did you first sign up for health insurance? 
 
How did you hear about this health insurance program? 
 
What was your experience like signing up for health insurance? 
 
Before your last pregnancy, did you use any modern family planning methods (condoms, pills, 
IUD, implant, etc.) – why? 
 
Was your health insurance used to receive family planning methods? 
 
During your last pregnancy, did you have any antenatal visits – how many times? why? 
 
Was your health insurance used for these antenatal visits? 
 
During your last pregnancy, did you deliver at a health facility – why? 
 
Who delivered your baby - why? 
 
Was your health insurance used to deliver your baby? 
 
What do you like about this health insurance? 
 
What do you NOT like about this health insurance? 
 
If NO: 
 
Did you pay for any maternal health services (probe for Jampersal: SKTM, KTP, etc.)? 
 
Why don’t you have health insurance? 
 
Before your last pregnancy, did you use any modern family planning methods (condoms, pills, 
IUD, implant, etc.) – why? 
 
During your last pregnancy, did you have any antenatal visits – how many times? why? 
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During your last pregnancy, did you deliver at a health facility – why? 
 
Who delivered your baby - why? 
 
Let’s talk about the health insurance that you currently have now. 
 
Are you currently signed up for BPJS health insurance? 
 
If YES: 
 
When did you first sign up for BPJS? 
 
How did you hear about BPJS? 
 
What was your experience like signing up for BPJS? 
 
What are you currently using for family planning (condoms, pills, IUD, implant, etc.) – why? 
 
Are you using BPJS to receive your current family planning? 
 
If you become pregnant in the future, where will you go for antenatal visits – why? 
 
Will you use BPJS for future antenatal visits? 
 
If you become pregnant in the future, where will you deliver – why? 
 
Who will deliver your next your baby - why? 
 
Will you use BPJS for your next delivery? 
 
What do you like about your BPJS health insurance? 
 
What do you NOT like about your BPJS health insurance? 
 
If NO: 
 
Do you have another health insurance program? 
 
Why don’t you have BPJS or any other type of health insurance? 
 
What are you currently using for family planning (condoms, pills, IUD, implant, etc.) – why? 
 
If you become pregnant in the future, where will you go for antenatal visits – why? 
 
If you become pregnant in the future, where will you deliver – why? 
 
If you become pregnant in the future, who will deliver your baby – why? 
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Midwives / Bidan 
 
I would like to ask a few questions about your impressions regarding health insurance coverage in 
the community. 
 
Which health insurance schemes (Jamkesmas / Jamkesda / Jampersal / BPJS) has more coverage 
in your District / Province / Country among poor women – what is the reason they would have 
health insurance – why? 
 
Are there still poor women that do not have health insurance? What is the MAIN reason some 
poor women do not have insurance (only one reason)? 
 
As a heath provider, what was your experience with JAMKESMAS, JAMKESDA, 
JAMPERSAL, BPJS for maternal health services?  
 
Were there major differences between these different health insurance programs?  
 
Were these health insurance programs helpful in getting poor women access to maternal health 
and family planning services?  
 
I would now like to ask some questions about family planning and use of maternal health services 
in this community. 
 
What do most women use for family planning in this community – why? 
 
Where do most pregnant women go for antenatal services – why? 
 
Where do pregnant women go to deliver their baby – why? 
 
Do you think that providing health insurance coverage (membership) to poor women will 
improve maternal health and family planning services for the poor - why or why not?  
If YES, what can be done to increase health insurance coverage (membership) among poor 
women in your District? 
If NOT, what would be a more effective strategy to improve maternal health and family planning 
services in your District? 
 
Do you have any other comments / thoughts? 
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District Health Office - KIA 
Provincial Health Office - KIA 
 
What are the main maternal health and family planning issues in your Province / District 
[probe: transportation, access, FP commodities, health facilities (PONEK), health providers 
/ human resources, etc.]? 
 
What programs currently exist to address the issues that you have identified? 
 
From the programs that you have listed, which ones have been most successful – why? [probe: 
which programs have increased utilization / access to maternal health and family planning 
service to the poor?] 
 
Which of these programs have been the most challenging – why? 
 
Do you think that providing health insurance coverage to poor women will improve maternal 
health and family planning services among the poor - why or why not?  
If YES, what can be done to increase health insurance coverage (membership) among poor 
women in your District / Province? 
If NOT, what would be a more effective strategy to improve maternal health and family planning 
services in your District / Province? 
 
Do you have any other comments / thoughts? 
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Ministry of Health - Direktorat Ibu 
 
Maternal mortality remains a public health challenge in Indonesia. Which programs have been 
successful in reducing maternal deaths in Indonesia? Which programs have not been working? 
 
What is Indonesia’s plan to address maternal health as part of the post-2015 development 
agenda? 
 
DHS data seems to indicate that use of modern contraceptive has been stagnant among women of 
reproductive age over the last few years, why do you think that is the case? 
 
DHS data seems to indicate that women with JAMKESMAS/JAMKESDA/JAMPERSAL have 
very low rates of C-section, why do you think that is the case? 
 
Do you think that providing health insurance coverage to poor women will improve maternal 
health and family planning services among the poor - why or why not?  
If YES, what can be done to increase health insurance coverage (membership) among poor 
women in Indonesia? 
If NOT, what would be a more effective strategy to improve maternal health and family planning 
services in Indonesia? 
 
Do you have any other comments / thoughts? 
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District Health Office - Pembiyaan  
Provincial Health Office - Pembiyaan  
Ministry of Health - PPJK  
 
JAMKESMAS 
What was your experience with JAMKESMAS - what were the successes and challenges 
providing health insurance coverage (membership) for the poor, especially women?  
 
JAMKESDA (for DHO and PHO only) 
Did the Province / District have a JAMKESDA program? If so, when did it start?  
 
What was your experience with JAMKESDA - what were the successes and challenges providing 
health insurance coverage (membership) for the poor, especially women? 
 
JAMPERSAL 
What was your experience with JAMPERSAL - what were the successes and challenges 
providing health insurance coverage (membership) for the poor, especially women? 
 
Overall impression with health insurance schemes  
Which health insurance schemes (JAMKESMAS / JAMKESDA / JAMPERSAL / BPJS) has 
more coverage in your District / Province / Country among poor women - why or why not? 
 
Have the various health insurance schemes (JAMKESMAS / JAMKESDA / JAMPERSAL / 
BPJS) in your District / Province / Country been successful in increasing utilization (access) to 
maternal health and family planning services among poor women - why or why not? 
 
Why do you think different districts / provinces have different rates in health insurance coverage 
(membership)? 
 
Do you think that providing health insurance coverage (membership) to poor women will 
improve maternal health and family planning services for the poor - why or why not?  
If YES, what can be done to increase health insurance coverage (membership) among poor 
women in your District / Province? 
If NOT, what would be a more effective strategy to improve maternal health and family planning 
services in your District / Province? 
 
Do you have any other comments / thoughts? 
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District BPJS  
Regional BPJS  
Central BPJS 
 
How has the transition to BPJS affected your District / Province / Country?  
 
In your experience, what are the strengths and weaknesses of BPJS in regards to providing 
maternal health and family planning services for poor women? 
 
Overall impression with health insurance schemes  
Has BPJS in your District / Province / Country been successful in increasing health insurance 
coverage (membership) among poor women - why or why not? 
 
Has BPJS in your District / Province / Country been successful in increasing utilization (access to 
ANC, health facility delivery) to maternal health and family planning services (provision of 
contraceptives) among poor women - why or why not? 
 
Why do you think different districts / provinces have different rates in health insurance coverage 
(membership)? 
 
Do you think that providing health insurance coverage (membership) to poor women will 
improve maternal health and family planning services for the poor - why or why not?  
If YES, what can be done to increase health insurance coverage (membership) among poor 
women in your District / Province? 
If NOT, what would be a more effective strategy to improve maternal health and family planning 
services in your District / Province? 
 
Do you have any other comments / thoughts? 
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